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PREFACE 

October 1990, the Agency for International Development (A.I.D.) 
Center for Development Information and Evaluation (CDIE) initiated a series of 
field studies of A.I.D. family planning progm~s with an examination of the 
A.I.D. program in Kenya. In all, CDIE will look at Agency program efforts in 
six countries: Kenya, Ghana, Pakistan, Tunisia, the Philippines, and Honduras. 
This report presents the results of CDIE's study of family planning in Honduras. 
The studies will examine completed projects and programs, focusing above the 
project level, and will use a common scope of work and format to identify 
broader accomplishments in each country. Less attention will be &en to inputs 
and outparts and more attention will be given to results. 

CDIE wishes to thank the staff of USAIDkIonduras, the Honduran Family 
P W g  Association, and the Honduran Ministry of Health for their outstanding 
cooperation and assistance; and Management Systems for Health, the Academy 
for Educational Development, and Foster Parents in Hoiduras for their help. The 
team's contacts in Honduras seemed to all understand the objective of the 
assessment-to identify lessons from experience-and Freely shared information 
concerning and setbacks as well as successes and pmgress. 
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The Agency for International Development's (A.I.D.) support for family 
planning in Honduras began in 1965. Since then, A.I.D. has given priority to 
population and family planning activities despite periods of fierce political and 
xeligious opposition, policy indiffe~nce, and implementation setbacks. Overall, 
the program has resulted in significant progress. In 1976, the national 
contraceptive pmvalence rate1 was 12 percent. Today, thanks in part to A.I.D. 
assistance, the national contraceptive p~valence rate has risen to over 46 percent. 

A.I.D. supports two separate providers. The principal recipient of A.L.D. 
assistance is the Honduran Family Planning Association (ASHONPLAFA), a 
private nonprofit organization affiliated with the International Planned Mnthood 
Federation. ASHONFL".YA offers services through a national network of family 
planning clinics, community-based distributors, and pharmacies. The other major 
A.1.D.-supported provider is the Ministry of Health, which offers family 
services through its national system of hospitals and health posts. 

Early attempts by A.I.D. and aggressive A.I.D. advisors to install highly 
visible, separate family planning services in the Ministry of Health backfired. 
Unconvinced Ministry staff ignored the programs, while political and Aigious 
leaders blasted A.I.D. in the press. Gradually, A.I.D. shifted to a lower pmfrle 
approach and moved the bulk of its support from the politicized and unpredictable 
Ministry of Health to the mom committed and professional ASHONPLAFA. 

In recent years, A.I.D. and the Ministry have lowered the level of 
controversy by casting family planning strictly as a health intervention that 
reduces maternal and infant mortality by cutting high-risk births. But even this 
appealhg rationale has not moved the Honduran Government to concerted action. 

The A.I.D. Center for Development Infoxmation and Evaluation's (CDIE) 
case study found that the number of Honduran families using modem methods of 
family planning is steadily growing. Moreover, the CDIE evaluation team 

'Contmceptive prevalence rate is the percentage of women of reproductive age 
using contraceptive methods 
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estimated that between 60 and 70 percent of the improvement in the number of 
users aad in the colntmceptive prevalence rate since the 1970s is attributable to 
A.I.D. assistance. 

However, in recent years, the growth of contraceptive prevalence has 
leveled off, in part because of the rapid increase in the population of women of 
reproductive age. The use of oral contraceptives has declined, while voluntary 
sterilization has increased. A p m , h g  trend is that the use of traditional 
contraceptive methods (rhythm and withdrawal) is growing faster than use of 
modem methods. 

Important reasons for the A.I.D. program's inability to increase the 
contraceptive prevalence of modem metllods more rapidly am weak promotion 
and inadequate infoxmation and education support services. It apjx;ued to the 
CDIE evalrration team, based on focus p u p  interviews with users, that the 
cautious and circumspect information, education, and communication efforts of 
A.1.D.-supported family planning providers may be losing ground to negative 
information about m y  planning that circulites in interpersonal networks and 
the national news media. 

In tenns of program eflecdwness, CDIB found that the quality of care 
provided to beneficiaries varies greatly, from fmt-rate quality to very deficient. 
In ASHONPLAFA clinics the quality of services is good, but the clinical services 
offer inadequate coverage for women in remote areas. Ministry of Health 
services offer good geographic coverage, but the quality of attention they give to 
clients is often poor. Almost al l  Ministry facilities have A.1.D.-supplied 
contraceptives available, but Ministry medical staff are overworked. In the 
Ministry's crowded facilities, family planning consultations are often 
shortchanged in the clamor for other, more urgent curative services. Momation 
given to clients was better in ASHOWLAPA clinics than anywhere else, but it 
was genexally inadequate throughout the system. 

Both ASHONPLAFA and the Ministry of Health are dealing with 
swtuinatrilify issues. In terms of institutional sustainability , A.I. D. is supporting 
institution-building activities designed to make the family planning services of 
both ASHONPLAFA and the Ministry operate efficiently on their own. In terms 
of fmcia l  sustainability, ASHOWLAPA, at A.I.D.3 urging, has raised prices 
and i n c d  revenues considerably. However, ASHONPILAFA feels caught 
between the push to generate more income and the need to expand ser~ices to 
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needy families and wishes it had another independent source of income, such as 
a business or an endowment. The Ministry of Health charges token fees, but 
mainly hopes to sustain its services financially by increasing the shim of the 
national budget it receives for maternal and child health services, includhg family 
plannh4. 

The program's long-term impact has been measurable and significant. In 
demographic terms, the country's total fertility rate has declined from over 7.3 
children per family in the 1960s and 1970s to 6.4 in 1981 and to about 5.1 in 
1992. Some of this decline in fertility is due to the growing availability of 
A.I. D. -supported family planning services, along with improved education and 
economic growth. However, given the contraceptive prevalence rate of 46.7 
percent, fertility should be lower than it is. The extensive use of ineffective 
traditional contraceptive methods, high discontinuation rates, relatively low use- 
effectiveness of contraceptives, as well as the early onset of childbearing and low 
levels of exclusive breast feeding m some of the factors that may explain the 
continuing high fertility rate. In addition to the demographic impact, the program 
appears to be having an importmt health impact of better birth spacing in 
Honduras. The infant mortality rate is 42 deaths per 1,000 live births when 
births are spaced more than 2 years apart, compared with an infant mortality rate 
of 89 deaths per 1,000 live births-over twice as high-when births are less than 2 
years apart. 

In terms of eflciency, CDIE found that ASHONPLAFA costs increased 
during the 1980 to 1991 period, and that expenditures for facilities and equipment 
grew faster than expenditures for personnel and administrative activities. 
Fortunately, the number of couple-years-of-pmtection (CYPs) that 
ASHONPLAFA produces grew even faster. As a result, the efficiency of the 
ASHONPLAFA, as measured by cost-per-CYP, improved. The rapid expansion 
of physical facilities has created underutilized capacity, setting the stage for 
further improvement in the efficiency of ASHONPLAPA operations. With 
improved information, education, and communication activities, ASHONPLAFA 
can generate new demand for existing services and facilities, increasing its 
volume of business without having to further expand physical capacity. 
Comparing services, CDIE found that medical and clinicd services are the most 
cost-effective ASHONPLAFA services in terms of cost-per-CYP. The cost-per- 
CYP of community-based distribution is twice as high as medical and clinical 
services and social marketing is three times as high. Comparing methods, 
voluntary sterilization is the most cost-effective method, followed by intrauterine 
devices. Oral contraceptives are considerably more wstiy per CYP. 
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&em,  CDIE found a generalized feeling among A.I.D. -supported family 
pla.nning providers that the fear of public attacks from opponents of family 
planning has made the p r o w  overly cautious. In tenns of coverage, the 
program is barely keeping ahead of the gmwth in the population of .women of 
reproductive age. The use ~f ineffective traditional methods, in the meantime, 
is growing rapidly. Family planners had resolved tbat a somewhat more 
aggressive appmach to promotion is needed and should be tried. Exactly how 
agpssive the approach should be is a tactical question that should be answered 
promptly in the field. The institutional conditions for a larger and stronger 
program have been created by A.I.D. If the public information battle can be 
won, the pmgmn appears to be poised for greater success d~iring the remainder 
of the 1990s. 

The following axe some of the key conclusions of the Honduras country 
case study: 

A.I. D. -supported family planning programs can achieve acceptable 
mults even when confmnted with the kind of strong cultural and 
political obstacles found in Latin America. 

Programming A.I.D. family planning assistance in the public and 
private sectors simultaneously is a sound strategy provided that 
activities in both sectors are complementary. 

Although government policies favoring family planning undoubtedly 
strengthen family planning program performance, A.I.D. family 
planning services can get acmqtable results if the policy envhnment 
is merely neutral. 

In a potentially hostile political environment, A.I.D. can most 
effectively pmmote family planning exclusively as a health 
intervention designed to d u c e  high-risk births. 

Weak information, education, and communication activities have 
negative consequences for both the coverage of family planning. 
services and quality of care. 

Charging fees high enougb to cover most costs does not appear to be 
an obstacle to widespread use of family planning services. 

In the long run, private family planning providers would benefit from 
an independent sourte of revenue, such as an income-generating 
business or an endowment, to help achieve financial sustainability. 
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Plrogress in the area of ppulation in a country like Honduras is slow 
and uneven, requiring patience and long-term commitment from 
A,I.D. 

The following a s  some important questions that were not fully answered 
by the case study: 

What are the causes and consequences of the growing popularity of 
traditional contraceptive methods (i.e., rhythm and withdrawal)? 

Can A.I.D.'s support for family planning be linked more directly with 
other A.I.D. activities in related areas, such as basic education and 
health? 

How can policy dialogue in the family planning area be made more 
effective? 
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A.I.D. 

ASHONPEAFA 

CDIE 

CBSAMO 

CESAR 

CYP 

GDP 

IE&c 

IPPP 

IUD 

Lempira 

GM 

Pulpereas 

PVO 

TQM 

GLOSSARY 

U. S. Agency for International Development 

Asociacion Hondureiia de Planifhci6n Familiar, 
the Honduran Family Planning Association 

Center for Development Information and 
Evaluation, Agency for International Development 

Centm de Salud con IbIeclico-Health Centers with a 
Student Physician on Staff 

Centro de Salud Rural-Health Centers Staffed ',y 
Auxiliary Nurses with no Physicians 

gross domestic product 

information, education, and communication 

International Planned Parenthood Federation 

intrauterine device 

Honduran unit of currency 

Lapham Mauldin Family Planning Program Effort 
Scale 

home-based geneml stoms 

private voluntary o'ganization 

total quality management 



A. I.D. 3 Family Plunning Program in Honduras xiii 
I 

USAID/Honduras - A.I.D. Mission in Honduras 

VSC - voluntary surgical contraception 



HISTOllRPCAL RECORD OF' FAMILY 
PLANNING IN HONDURAS: I(EY EVENTS 

The Honduran Family Planning Association (ASHONPLAFA) is founded 
in San Felipe General Hospital in Tegucigalpa 

ASHONPLAPA opens its fm two family planning clinics in Tegucigalpa 
and San Pedn, Sula 

The Government of Honduras beginls offering family planning services 
through the Ministry of Health 

Agency for International Ikwelapwent (A.I.D.) support .'or family 
planning begins with a g m t  to establish a separate family phmhg unit 
in the Ministry of Health 

ASHONPLAFA begins community-based distribution in urban 
neighborhoods 

Voluntary surgical sterilization is offered for the first time in Ministry 
facilities with ASHONPLAPA staff 

A.I.D. beghs providing funding to ASHONPLAPA 

ASHONPLAFA begins Contraceptive Social Marketing Pmgram with the 
oral conbraceptive, Fcrla 

A.I.D. Health Sector 11 Project begins with integrated family planning and 
reproductive risk focus 



1. INTRODUCTION 

Family planning in Honduras began with the founding of a 
nongovernmental organization called the Honduran Family Planning Association 
(ASHONPLAFA) in Tegucigalpa in 1961. Four years later, with fmancial 
support from the Agency for International Development (A.I.D.), the Honduran 
Ministry of Health began offering some family planning services. However, the 
Government was reluctant, if not unwilling, to actively promote population 
activities over the subsequent 15 years, with the result that, in 1980, A.I.D. 
started supporting ASHONPLAFA as well. The Agency has carried the burden 
of family planning ever since. 

This study of the Honduran family planning program is the third of six 
country case studies that A.I.D.3 Center for Development Information and 
Evaluation (CDIE) is conducting to assess A.I.D.'s achievements in family 
planning and population. The major audiences for this Technical Report are 
professionals identified with the population sector and individuals concerned more 
broadly with the role of development assistance. Like all Technical Reports, 
CDIE will use this country study as a resource document for the final published 
Assessment Report. 

Fieldwork took place from May 1 1 to June 5, 1992. The evaluation team 
consisted of two A.I.D. evaluators from CDIE and two technical specialists from 
Research Triangle Institute-a demogmpher/statistician and a family planning 
expert. The case study is based on information compiled from secondaq sources 
as well as original research by team members. Documents from the CDIE 
database describing A.I.D.3 family planning activities in Honduras were gathered 
and reviewed before initiating fieldwork. In Honduras, team members visited and 
observed activities in facilities mund the country, gathered additional data, 
interviewed field personnel who provide family planning services, and conducted 
focus group discussions with women who use these services. 
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2. HONDURAS: COUNTRY BACKGROUND 

Honduras is the second largest of the seven countries on the Central 
American Isthmus. It has an a m  of 43,000 square miles (roughly the size of 
Tennessee), 11,000 of which are arable. The two major cities in Honduras are 
Tegucigalpa, the capital (population 686,000), and San Pedro Sula (population 
316,000). The urban percentage of the Honduran population has grown fmm 31 
percent to 40 percent in the last 20 years. 

Agriculture employs over 60 percent of the work force, generates 80 
percent of exports, and accounts for 24 percent of gross domestic product (GDP). 
The country's principal exports are bananas and coffee. According to 1990 
World Bank estimates, Honduras' per capita GDP was only $481, one of the 
lowest in the Western Hemisphere. 

Despite Honduras' poor economic performance during the 1980s, the 
Government of Honduras has given high priority to making progress in the social 
sectors. In m n t  years, there has been a dramatic increase-to 60 percent-in the 
percentage of homes having access to water and sanitation services. Over 90 
percent of Honduran school-age childm are enrolled in primary schools. 

Nevertheless, a large proportion of the population suffers from poverty, 
which is especially pmnounced among families of landless laboxers and small- 
scale farmers. About 62 percent of Honduran households m i v e  less than $100 
in monthly wage earnings. According to a 1990 United Nations Development 
Programme Human Development Report (USAID/Honduras 1991), 55 pexcent of 
the rural population and 35 p e m t  of the urban population live in poverty. This 
represents approximately 47 percent of the total population, or 2.2 million 
Hondurans. 

During the 1980s, Honduras was of considerable strategic and political 
importance to U.S. foreign policy. Because of the country's proximity to war- 
tom Nicaragua and El Salvador, Honduras became home to thousands of refugees 
and a staging area for military, paramilitary, and intelligence-gathering 
operations. 
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In the 1990s, Honduras continues to represent a foreign policy priority for 
the United States, even beyond the welcome achievement of peace and democracy 
in Central America. Honduras is struggling to consolidate a fragile democratic 
political system and implement an agpssive economic adjustment pmgram based 
on free and open markets. These major structural changes reflect priorities being 
pmmoted by U.S. foreign policy throughout much of the developing world. For 
both political and humanitarian m o m ,  therefore, Honduras' success is important 
to the United States. 
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3. DEMOGRAPHIC AND HEALTH 
CONDITIONS 

The population of ~omiuras mom than tripled between the census years 
of 1950 and 1988, gmwing from 1,368,605 in 1950 to 4,639,853 in 1988. In 
1991 the population was estimated to be 5,052,100. The United Nations projects 
the population of Honduras by the year 2020 to be between 8.9 million and 13.9 
million, depending on fertility trends. The population is still primarily rural; in 
1988,605 percent lived in rural areas. The population is also very young, with 
a median age in 1988 of 17. 

The Mant mortality rate is estimated to have declined from about 140 per 
1,008 births in the early 1960s to about 54 per 1,000 births in the early 1980s- 
more than a 60 percent reduction in 20 years. As a result of moxtality declines, 
the average life expectancy at birth i n c d  from about 42 yeam in the early 
1950s to 51 years in the late 1960s and to 65 years in 1988. 

During the 1950s and 1960s, the crude birth rate held steady at about 51 
births per 1,000 and the total fertility rate mmained unchanged at about 7 or more 
births per woman. During the 1970s, fertility began to decline. 

In 1988, the rate of natural increase of the population was 3.0 percent 
annually. At that rate of gmwth, mom than 150,000 people are added to the total 
population each year. In 23 years, the population will double. In 1951, the rate 
of natural i n c m  was about 2.9 percent annually. Thus, despite a decline in the 
total fertility rate (fmm nearly 7.5 in the late 1960s to around 5 cumntly), the 
population was gmwing at about the same prcentage rate in 1988 as in 1951. . 
In population terms, however, only about 40,000 people were being added to the 
population annually in 1951, while in 1988 about 150,000 people wem being 
added annually. 
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4. THE POLICY ENVIRONMENT AND 
AoIaDe's ROLE 

The Contentious Political Environment for Family Planning 

Lack of a firm Honduran public policy commitment to family planning is 
a constraint to family planning in general and to the performance of A.I.D.3 
population pmgram in particular. Historically, the Honduran public sector has 
been ambivalent about family planning. The main factor that has kept 
policymakers reluctant to endorse family planning has been the Catholic Church 
hiemrchy, which fiercely opposes family planning. Typically, once or twice a 
year, the Church hiemhy makes a highly visible public attack on some aspect 
of the family planning programs. In these attacks, family p W g  is equated 
with abortion, and the side effects and risk factors associated with contraception 
are exaggerated. Honduras' energetic news media feature these attacks 
pmminently, and the political damage to anyone caught in the line of fm can be 
serious. As a mult, most politicians prefer to m a i n  noncommittal on the 
subject of family planning. Recently, for example, the National Congress was 
preparing to pass a Population Law that would not have changed existing 
practices, but would have formally legalized voluntary family planning. The 
Catholic Church hiemhy unleashed a blistexing attack in the pms, tlmaening 
that any member of congress who vote4 for the bill, and the Resident if he 
signed it, would be excommunicated and would "roast in hell." These attacks 
produced banner headlines, and the Congress backed away h r n  the bill without 
it ever coming to a vote. 

Another limiting factor has been the political l&, which has often scored 
points with Honduran public opinion by attacking U.S. interference in Honduran 
affairs. Honduras' history as a "banana rapublic," .a  victim of economic, 
political, and military intervention from the north, has created a legacy of 
suspicion and mentment, and 'Yankee imprialism" is an exposed nerve easily 
exploited by demogogues of any political persuasion. Momver, because it is so 
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closely associated with the U.S. foreign assistance program, family planning has 
been a particularly attractive target for political activists in the medical school. 
As a nsult, the medical establishment in Honduras has tended to be opposed to 
family planning, and, until m t l y ,  family planning and reproductive health have 
not been part of the medical and nursing curricula. 

In spite of these constraints, official public policy in Honduras has never 
been explicitly opposed to family planning and the Ministry of Health has offered 
limited family planning services for the last 25 years. Because of the fear of 
political consequences, however, Ministry programs have been very small and 
and have not been actively promoted. Since the mid-1960s, .then, A.I.D. and the 
Ministry of Health have both looked to ASHONPLAPA to be the principal 
provider of family planning services in Honduras. The Government has permitted 
ASHONPLAFA to work freely, without political opposition or legal difficulties. 
The Ministry of Health has depended on ASHONPLAPA for trainiag Ministry 
staff in family planning medical skills and for providing voluntary surgical 
contraception services in Ministty hospitals. 

Formal Policy 

The Govexnment of Honduras does not have a formal policy or consistent 
position on population or family planning. The= rn no constitutional or other 
legal guarantees of the rights of Honduran citizens to determine the number of 
children they will have. Abortion is illegal. 

However, a few official documents exist that seem to demonstrate official 
endorsement of family planning activities. The Government of Honduras 
National Health Strategy for 1986-1989 mentions the adverse effect of rapid 
population growth on development in Honduras and calls for family planning 
programs to reduce family size and the overall population growth rate. The 
National Development Plan for 1987-1990 calls for deeming the rate of 
population growth by providing more education and supporting family planning 
programs of the Ministry of Health and the Social Security Institute. 

A.I.D.'s Quiet Diplomacy 

A.I.D. has worked quietly over the years to make the policy and public 
opinion envhnments mom favorable for family planning. Because of the 
political sensitivities to U.S. pressure and interference, A.I.D. has usually 
preferred to let ASHONPLAFA take the lead in policy dialogue activities. Every 
new Minister of Health is briefed by ASHONPLAFA on demographic muds and 
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on family planning activities taking place in the country. ASHONPLAPA ran an 
important A.1.D.-funded "Leadership Training" program for 3 years that 
presented demographic statistics and information about reproductive health issues 
to hundreds of public and private sector leaders. A.I.D. is presently sending 
groups of national leaders to observe the successful Mexican family planning 
program. A total of 35 people has traveled to Mexico and reportedly returned 
better informed and more committed to improving family planning services in 
Honduras. 

Overall, it appeared to the CDIE team that the efforts of A.I.D. and 
ASHONPLAPA to influence the Government's policy with regard to family 
planniag are producing agonizingly slow results. When A.I.D. comes calling, 
politically astute Ministry officials state that they support family planning and 
discuss their plans for strengthening the Ministry's pmgram. However, public 
endorsements of the program or more pmctive family planning services do not 
materialize. Some informants told CDIB that the Ministry does the minimum 
amount of family planning necessary to keep A.I.D. happy, so that A.I.D. funds 
will keep flowing to other health sector activities, to which family planning is 
linked. 

An Evolving Consensus: The Reproductive Risk Focus 

During the 1980s, an unsuccessful A.I.D. project attempted to install a 
"vertical" family planning program in the Ministry of Health. When this 
approach failed, A.I.D. and the Ministry decided to integrate family planning 
services into the Ministry's primary health cme services to women. However, 
once family planning became integrated, it virtually disappeared. Competing 
priorities, lack of interest and knowledge on the part of medical staff, and 
opposition to family planning on the part of some midlevel Ministry officials 
contributed to its disappearance. 

Then, in 1990, a study of maternal mortality found that the m a t e d  
mortality rate was a shocking 211 per 100,000 live births (a rate four times 
higher than the officially reported figure). This study generated considerable ' 
media attention and public concern. At the same time, a newly elected 
govement was just taking office and wris loolting for new dimtions and 
programs. Overnight, reduciug m a t e d  mortality became a new national 
priority, and family planning, to reduce high-risk births, acquired new cumncy 
in the Ministry of Health. 
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Family planning is now part oC a "relproductive risk" focus in a unit called 
"health care for women," located in the Ministry's Department of MaternaYChild 
Health. There appears to be somewhat more enthusiasm for the reproductive risk 
focus in the Ministry than there was for any previous family planning program. 
For the fint time, there seems to be a growing consensus among Ministry 
perso~el  that family planning, used to reduce high-risk births, is m y  a service 
that is justified and needed in Honduras. The reproductive risk focus fits 
comfortably with the cultural, religious, and political norms of the country and 
is something everyom can believe in amd suppor& without reservation. Also, the 
reproductive risk focus is viewed by the Honduran medical and political 
establishments as a Honduran initiative, not a U.S. imposition. 

Seeing the political and public opinion advantages of the reproductive risk 
focus, A.I.D. has accepted reproductive risk as the exclusive rationale for its 
family p h d n g  program. As a mult, there is now a 'nationwide collusion" (in 
the words of an A.I.D. official) to do family planning, but call it mproductive 
risk, 

Another factor that has appamtly improved the policy climate for family 
planning is AIDS. Honduras was one of the fint countries in Central America 
to have A I D S  cases, and it bas developed a comparatively aggressive program to 
combat the epidemic. The Government has initiated publicity campaigns openly 
promoting condom use, and, so hr, the Catholic Church hierarchy has chosen not 
to take issue with this emphasis. 

What Next? 

The c u m t  Minister of Health reported to the CDIB evaluation team that 
he is, as a matter of personal conviction, a strong advocate of family planning. 
He criticized the p-t Ministry's program as " f h l "  and "timid" and 
reported that the Government is preparing to embark on a bigger, more forcefbl 
pmgxam. W e  he is convinced that the country is facing demographic problems 
of growing proportions, he s h a m  the view that the reproductive risk approach 
is the best way to sell the pmgram to the country. 

It was reported to CDIE by several other soums that the cumnt Minister, 
on orders from the President, has negotiated a cease fire with the country's 
Catholic Chuxh hieratrchy, which has permitted the Government to pursue its 
M y  planning program without militant Church opposition, provided the 
program is not too aggressively promoted or expanded. For Honduras, 1993 is 
an election year, and no national political figurn or party wants to make powerful 
enemies like the Catholic Church hierarchy and the right-to-life organizations. 
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The cumnt "plateauing" in the prevalence of modem contraceptive 
methods and the growth of traditional methods might indicate that the reported 
truce is working to the benefit of the Catholic Church authorities who oppose 
family planning modem methods more strongly. Although both the Catholic 
Church hiexarchy and the Government of Honduras are silent in public on the 
subject of family planning, both sides have infolmation, education, and 
communication (IBBtC) activities that are active at the grassmots level throughout 
the country. The Catholic Church's community-level IB&C, including Sunday 
sennons and obligatory marriage counseling, may be checkmating the 
Government's half-hearted progfam and ASHOWLAFA'S cautious promotional 
efforts. A firmer Government commitment on the policy level, manifested 
specifically in stronger IWC activities supporting the Ministry's reproductive risk 
program, is needed to keep the Government's slow-moving program from stalling 
completely. 
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5. A.I.D. AND ASHONPLAFA 

ASHONIPLAE'A: History and Activities 

since its founding in 1961, ASHONPLAFA has been the major provider 
of family planning services in Honduras. ASHONPLAFA began as a small 
experimental family planning service operated by the International Planned 
Parenthood Federation (IPPF) in the Ministry of Health's San Felipe General 
Hospital in Tegucigalpa. Until 1985, ASHONPLAFA remained a small operation 
that received most of its operating funds from the IPPF. 

During the 1960s and 1970s, while A.I.D. and the Government of 
Honduras wrestled over the sensitive issue of family planning, ASHONPWA 
gradually expanded its activities. With support frPm the Population Council and 
then the Pan American Health Organization, a postpartum education program was 
launched. In the 19709, ASHONPLAPA opened two clinics of its own, one in 
Tegucigalpa and the other in San Pedro Sula, It then began expanding into 
smaller cities and mral anas. In 1975, a community-based distribution pmgram 
was developed with unsalaried distributors who received commissions on theit 
sales. In 1977, voluntary female sterilization services were made available in 
Ministry of Health hospitals and private clinics with ASHONPLAFA support. 
A Contraceptive Social Markethg Program was instituted in 1984 to market the 
oral contraceptive, Perla. 

Today, ASHONPWA is a large, national organization with employees 
and fwilities throughout Honduras. ASHONPLAFA family planning services are 
now available in over 2,200 locations in all 18 states and all but 26 of Honduras' 
263 counties. Its central office is in Tegucigalpa, with clinical and administrative 
finctions, and six regional clinics are located throughout the country. 

ASHONPLAFA has thee major service delivery programs: Clinical 
Services, Community Services, and Social Marketing. Each is described briefly 
below. 
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Me&al/CWcai Services. ASHONPLAFA's six regional clinics axe fully 
equipped, outpatient clinics offering a range of reproductive health services, 
including education, counseling, temporary contraceptive methods, voluntary 
surgical contraception, cancer screening, and training. ASHONPLAFA also 
subsidizes sterikutions performed by private physicians in cities whem there are 
no ASHONPLAFA clinics. 

CommwJfy Services. hviously called "community-based distribution," 
Community Services comprise a network of 1,728 distributors in all 18 states of 
the country. ASHONPLAFA recmits local women, often operators of home- 
based general stom called puZpe&. The local distributors receive one or two 
training courses per year, advertising m8teniats, and contraceptives. The 
responsibilities of the local distributor am to promote family planning in the 
community, sell contraceptives, provide advice and assistance to users, and refer 
users needing other mwices to other ASHONPLAFA or Ministry facilities. 
Every 3 months, each local distributor is visited by an ASHONPLAFA pmmoter 
who collects ASHONPLAFA's sham from sales and resupplies the distributor. 
The pmgram cumntly has 54,200 users, about 5 percent of all women of 
reproductive age, representing an average of 31 users per distributor. 

Social Manketing. ASHONPLAFA has a contract with a h g e  Honduran 
pharmaceutical distributor for the commercial distribution of contraceptives. 
Sales, concentrated in the metropolitan amis of Tegucigalpa and San Pedro Sula, 
have reached 385 of the country's 421 pharmacies and 178 of the 272 other stores 
that sell medicines in 17 cities around the country. Most of the sales points offer 
ASHONPLAFA's Perla pill and Guardian condom. 

ASHONPLAFA's IBBtC department provides services to all three 
programs. It includes a staff of 46 people, 25 of whom work outside of 
Tegucigalpa, IE&C coverage by radio programs is nationwide. Between August 
1, 1989 and December 31, 1991, 316,754 radio spots with messages about 
ASHONPLAPA's programs were brpadcast. The IWcC department also prints 
pamphlets and posters and performs public relations and policy dialogue activities. 

AoIoDo Support for ASHONPLAF'A 

Initially, A.I.D. support for family planning in Honduras was dhcted 
principally to the public sector. However, by the late 1970s' the Ministry of 
Health was blocking these Hods almost totally. ASHONPLAFA, meanwhile, 
had more commitment and enthusiasm for family planning than it had murces. 
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In this context, A.I.D. began providing support to ASHONPWA. Dim3 
A.I.D. support begu in August 1980 and now totals nearly $30 million. 
A,I.D.'s pmja%s supjprting ASHONPLAFA are described in detail in 
Appendix A. 

A.I.D.'s support for ASHONPWA is cumtly provided through the 
1989-1993 Private Sector Population I1 Pmject. This project pmvida $16 million 
in grant funds, of which $12.6 million is designated for MHONPLAFA, $1.1 
million for support of other private voluntary organization (PVO) family planning 
activities, and $2.3 million for technical assistance buy-ins. 

An external evaluation of A.I.D.'s Private Sector Population II Project 
was completed in April 1992, 3 yem into the project. Oved ,  the evaluation 
concluded that, with the help of the A.I.D. project, ASHONPLAFA was 
co~ztinuing to expand the coverage of its services and improve its operations. 
With the Community Sewices b g r a m  producing 50,000 couple-ym-of- 
protedion (CYP) in 1991, the Social Marketing h g r a m  producing 23,000 
CYPs, and the MedicaVClinid Program producing 158,000 CYPs, the total 
output was about 86 percent of the CYPs targeted for midproject. At the same 
time, the evaluation found that ASHONPLAFA had incmased the level of locally 
generated funds by 54 pemnt, largely through client charges. The evaluation 
found that ASHONPLAFA was behind in spending its budget. The a m s  where 
underspending had k n  detrimental to pmgram performance we= promotion and 
advertising for the Social Marketing Ragnun, use of mass media IE&C, in- 
country trainiag, transportation and field support for promotors, and assistance 
of rural clients to clinics. 

ASHONPLAFA reported to the CDIE evaluation team that it is presently 
~wcamhhg its lE&C strategy. ASHONPLAFA has traditionally used a low-key 
approach to mass media promotion, fearing that a mone aggressive, explicit 
approach might offend some people and reignite destructive opposition. 
ASHONPLAFA bases its marketing strategy and messages on a family planning 
knowledge, attitudes, and practices study that was carried out 8 years ago. The 
IE&C department has decided that much has changed in 8 years and is preparing 
to do a new study that will serve as the bnsi for a new communication and 
marketing strategy. 
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6. A.I.D. AND THE MINISTRY OF HEALTH 

MinisOry of Health 

' he  Minisny of Health is the Government of Hondum' principal 
institution for providing health services to the population of the country. A 
detailed description of the Ministry of Health, its family planning pmgram, and 
its mlationship with A.I.D. is contained in Appendix B. 

Administratively, the Ministry has divided the country into nine health 
regions. Each of the nine regions has a regional administrative office and staff, 
a regional dhector, and a mgional hospital. Each region, in turn, is divided into 
health areas, which are further divided into sectors. Each sector runs a network 
of local health centers, The health centers are of two kinds. Health centers that 
have a student physician on their staff are called Centro & Mud con Medtco, or 
C W O .  There are 183 CBSAMOs throughout Honduras. Lower level rural 
health centers that are staffed by an auxiliary nurse, with no physician, are called 
"CentPo de Salud Rural," or "CEMR. " Them are 521 CESARs. At the lowest 
level of the Ministry's sttucture are local community health volunteers. The 1987 
National Bpidemiology and Family Health Survey showed that 90 percent of 
Honduran homes are within 3 hours of a Ministry health facility using normal 
means of traasptation. The Miaistry of Health routinely charges patients a 
n o w  fee equivalent to US$0.20 for each consultation. Medications are free. 

ALD. Support for MioLPtry F d y  Planning Services 

The Government of Honduras decided to begin offering family planning 
services through the Ministry of Health in 1965. USAID/Hondum responded by 
funding the 1965-1976 M a t e d  Child HealWamily Planning Project, which 
covered practically all of the direct costs of the new Evlinistry of Health's family 
planning services. That marked the beginning of a long and difficult A.I.D. 
effort to support the development of effective public sector family planning 
services in Honduras. 
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Initially, d ~ ~ g  the late 1960s and early 1970s, A.I.D. provided funding 
for a saparate family planning unit in the Ministry of Health. Thirty-four 
separate 'family planning clinics were created and staffed within the regular 
Ministry clinics. At that time, A.I.D. felt that a vdca l  and sepa~ate project 
stnrcture was n v  to avoid bureaucratic entanglements, ensure pmper 
coat101 of funds, and achieve quick msults. 

The commitment of the Ministry of Health to this project was half-hearted, 
at best. The project was seen essentially as A.I.D.'s project, not the Ministry's. 
The project's vertical and separate structure plus irquities between the project 
and other less well-funded Ministry pmgmms caused msentment, The Catholic 
Chuxh hierarchy attacked it, and critics within the university and medical school 
billllded it as impe-c. 

As the pmject pmeeded, the notion of integrating its services into the 
regular Ministry of Hsalth's shnrcture was widely discussed. Formal integration 
was accomplished by 1975; however, only half of the family planning perso~el 
were ultimately integrated. The effect was to essentially dismantle the project and 
greatly reduce M y  planning activities, while docat ing  m u m  to ather 
m a t e d  and child health priorities. Those perso~el integrated into the Ministry 
no longer worked on family planning activities. Indeed, following this integrdtion 
there effectively was no Ministry family planningpmgm (although some sewice 
delivery did continue) until the 1980s. The project extended over a 10-year 
period and, at its conclusion, had only 38,000 users enrolled. Then is no 
evidence that the project had any signifhint impact on population growth. 

Based on the unsuccessful effort to establish a vertical progaam, A.I.D.3 
next effort was the 19761981 Integrated Rural HealtWFhmily P W l g  Project, 
designed specifically to support fntegdon of family planniag and public health 
sewices. Ultimately, the Ministry did not implement the family planning 
components of the project, although other maternal and child health components 
wexe successful. The project created three permanent training sites and W e d  
many a u x h y  nurses, midwives, and volunteer community health workers. This 
training capability, which still exists, has probably been one of A.1.D.s most 
successful health sector undertakings in Honduras. However, the lemonth 
training course developed for auxiliary nurses spends only 4 of its 1,600 hours 
of instruction on family planning. 

In 1980, A.I.D. initiated a series of large, comprehensive health sector 
projects that included, among many activities, family planning components. In 
1980, the Health Sector I Project was launched with ambitious objectives. Most 
of the health and child survival components were highly successful. The family 
plan~bg component, continuing to stnrggle against inMennce in the Ministry, 
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managed to achieve some, but not all, of its objectives. Eight years later, the 
end-of-project evaluation found that the family planning component had 
accomplished the following: 

I n c w  in contraceptive use from 27 percent to 35 p e m t  of women 
in the reproductive age group 

OtXcial approval of a Government of Honduras population program 

Significant improvement in the training of perso~el in the use of 
family planning methods and in making family planning commodities . 
available atc the health centers (in 1988, 95 percent of the centers had 
oral contraceptives available and 75 percent had condoms) 

Standardizatim of voluntary surgical sterilization p d u r e s  

Training of over 5,000 midwives in improved birthing techniques and 
in the rudiments of family planning 

Increased use of mass media to support family planning activities 

Creation of a new family planning unit in the Maternal and Child 
Health Divisionl 

Cmtion of a new breas t - fag  program with personnel at central 
and regional levels 

In 1988, A.I.D. initiated an $83 million Health Sector I1 Pmject. The 
birth-spacing subcomponent was designed to support an integrated program of 
maternal care. Attention was to be focused on women at high reproductive risk 
(women under 18, over 35, with childm under 18 months, or with 4 or more 
childm). Contraceptives, considerable delivery room equipment, and cytology 
lab supplies we* to be provided and the logistics system was to be improved. 
The project had the following family planning objectives: 

Decrease the percentage of births with intewals fewer than 2 years 
fium 30 percent to 15 percent 

0 Increase contraceptive-use prevalence nationwide from 35 percent 
(1984) to 45 percent in 1990 and to 50 percent in 1993 
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Attend to 90 percent of pregnant women detected in the high-risk 
group by the health system (40 percent in 1986) 

Have 90 percent of CESARS distribute temporary contraceptive 
methods (40 percent in 1986) 

Have 60 percent of the voluntary personnel (midwives and gwrdianes) 
distribute oral contraceptives and condoms (none presently) 

Make 50 percent of fertile-age women aware of the health risks of 
short intervals (fewer than 2 years) between pregnancies 

At present, the A.I.D. contribution to the project's birth-spacing ' 

subcomponent is $3 million, or about 5 percent of A.I.D.'s total contribution to 
the Health Sector XI mject. 

In 1991, 3 years into the Health Sector I1 Project, A.I.D. did a midterm 
evaluation. While many project components were making good progress, the 
women's health care component, including family p]aaniag, was floundering. 
Only 17 percent of the allocated funds had 'beem expended through June 1991 and 
many activities were considerably behind schedule. The availability of services 
continued to be quite limited. Condoms, vaginal tablets, and pill refills were 
gmerally available at the CESARs, but not fmm midwives or community 
volunteers. Intrauterine device services at the CESAMO level were extremely 
limited. Male and female voluntary sterilization services were essentially 
unavailable from the Ministry of Health directly. Considerable regional variation 
in availability of sewices was observed. 

A hopeful sign, observed during A.1.D.b midterm evaluation, was 
renewed commitment to the teproductive risk approach that emerged following 
a study of reproductive and m a t e d  mortality. Also on the positive side, a 
health education and communications plan was being developed, and a plan to 
incorpomte hospitals more effectively into the delivery of family planning services 
had been formulated and the Ministry's commodities and logistics system 
considerably strengthened, enabling it to distribute contraceptives more 
effectively. 

Historically, then, the picture that emerges of the Ministry's family 
planning services is mixed. The Ministry is willing to provide services in its 
facilities, but is unwilling to promote them actively. If it really wanted to, the 
Ministry could do much better. The Ministry is capable of effectively reaching 
almost the entire population of Honduras, as shown by its extremely successful 
national vaccination campaigns and other stmng child survival services. 
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However, family planning is a passive service, provided to women when 
quested, but actively promoted only occasionally when individual field 
employees take the initiative. Family planning has been a constant source of 
friction between the Ministry and A.I.D., but both sides have been anxious to 
avoid a confrontation that might be destructive to a genedy strong and 
collaborative health sector pmgxam. In the balance, the CDIB evaluation team 
concluded that poor performance by the Ministry is better than no performance. 
The Ministry is providing services to clients who otherwise would not have access 
to family planning. By linking family planning services to other more popular 
health programs, A.I.D. has c m k d  the conditions for continued gradual 
improvement of M h i s t q  family planning services and m t e r  acceptance of 
family planning on the policy level in the future. 
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7. A.I.D. STRATEGY AND 
IMPLEMENTATION 

A.I.D. has worked in the population sector in Honduras for 27 years and 
has had to periodically change its appmach in response to shifting political 
cumt s  and lessons learned from experience. Under these circumstances, it 
would have been difficult for the program to adhen to a long-term strategy. A 
flexible approach to programming in the sector has permitted A.I.D. to cut its 
losses when there have been setbacks and to sieze oppoItunities when they have 
arisen. While there has been continuous A.I.D. activity in the population sector 
in Honduras reflecting diffemt de facto strategies at different times, there has 
never been a formal A.I.D. population strategy paper. 

Conceptually, A.I.D. has shifted from a demographic rationale to a health 
rationale for its family planning activities in Honduras. Population programming 
is discussed in A.I.D.'s 20-year Health Sector strategy. A.I.D.3 health sector 
strategy envisions three consecutive health sector projects running from 1980 to 
2000. These major sectonvide projects am designed to improve administration 
and service delivery of the Honduran public health system, with gmtest emphasis 
placed on primary cme for mothers and childm. Included in each health sector 
project is a family planning component. 

In its Action Plan, the A.I.D. Mission in Honduras identifies the 
achievement of "equitable and sustainable economic growth and development" as 
one of its country program goals. One of the strategic objectives associated with 
this goal is "healthier, better-educated Hondurans." Family planning is seen as 
one activity accomplishing this strategic objective. The oarrative in the Action 
Plan makes it clear that A.I.D. is supporting family planning for health, not 
demographic, m n s .  The Action Plan argues that "smaller families a ~ e  not an 
end in themselves but will contribute to healthier children." This position makes 
A.I.D.3 strategy fully consistent with the Government's reproductive risk focus. 
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One of the pmgram outputs under the "healthier, better-educated 
Hondurans" strategic objective in the Action Plan is "increased percentage of 
Hondurans who practice family planning." Performance and program output 
indicators wlected to track the program's progress are shown in Table 1. 

Table 1. Performance and Program Output Indicators 

Indicator Unit Baseline Target Target 
1987 1992 1995 

Reduced Total 
Fertility Rate 

Total Average 5.6 5.1 4.7 
Live Births per 
Women of 
Fertile Age 

IIlcRased 
Contraceptive 
Prevalence 

Reduced Age- 
specific Fertility 
Rates for Women 

Percentage 41 .O 47.0 52.0 
Women of 
Reproductive Age 
in Union Using 
Family Planning 
Methods 

Live Births per 
100 Women Aged 
15-19 13.5 11.5 10.0 

A.I.D. documents and A.I.D. program officials agree that the most 
culturally and politically sensitive way to justify family planning activities in 
Honduras is as a means of reducing infant and maternal mortality by reducing 
high-risk births. Although demographic issues also concern most A.I.D. staff in 
Honduras, all a p e  that articulating any kind of demographic objective, such as 
reducing the population growth rate, could provoke controversy that would ' 

damage the pmgraar . 
Demographic conditions in Honduras also seem to favor the health 

rationale over the demographic rationale. The country has a population of only 
about 5.052 million (1991 estimate), with a relatively low population density of 
115 persons per sq- mile. For this reason, population pressures are not yet 
being felt in Honduras as acutely as they are in more densely populated Eatin 
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American countries, such as Haiti and El Salvador. Most informants felt that 
Honduras' high population growth rate of 2.8 percent has serious long-range 
implications for development, but they agree that tactically it is best to articulate 
only a health-related rationale for A.I.D.'s assistance to the population sector. 

A.I.D. 's current & facto family planning strategy has several important 
features. First, A.I.D. plans to continue to support a diversity of providers. In 
addition to A.1.D.Q traditional cooperating agencies-ASHOWLAPA in the 
private sector and the Ministry of Health in the public sector-A.I.D. has begun 
pmiding support to other local PVOs. A.I.D. feels that the PVOs have mom 
of a grassmots community orientation, more credibility with potential village. 
users, and complementary relationships with the big traditional pmviders. 
Second, A.I.D. has added an i n c d  emphasis on sustainabitity. M, if the 
Ministry of Hea!th pmves able to improve its performance soon, A.I.D. would 
like to gradually shift a g m k r  s h e  of the responsibility for expanding services 
to the Minishy, which has the advantage of infrasbuctum and staff already in 
place throughout the country. Fourth, the program will continue to concentrate 
on improving services in rural arreas. Fifth, mom emphasis on IEBcC activities 
is planned to expand coverage more effectively. 

Staff of A.I.D.9 population program in Honduras feel that A.I.D., in its 
27 years of work in the sector, has produced signifcant mults. They feel that 
A.I.D., the only major donor supporting population activities in Honduras, has 
atmost single-handedly turned Honduras around in terms of family planning. 
However, they see considerable work left to be done in expanding coverage to 
rural areas, building effective public sector semices, and achieving sustainable 
institutions. As a result, population programming is seen as an ongoing part of 
A.I.D. 's development assistance program for Hondum. 

Implementation 

A.I.D. mn t ly  mrganid the Office of Human Resources Development 
in its Honduras Mission, mmoving the population pmgram from the Health 
Division and making it a separate division. The effect was to give the population ' 

program p t e r  statum and independence of action. The new Population Division 
has an A.I.D. US. direct hire population officer as division chief. The chief 
supervises two Honduran personal sewices contractors and a division secretary. 
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The Honduran personal services contracton are both physicians. One is assigned 
responsibility for managing the ASHOWLAFA private sector project. The other 
manages the reproductive risk component of the Health Sector II Pmject with the 
Ministry of Health. 

A.I.D.9 Population Division takes an active, "hands on" role in project 
implementation. Particularly with the family planning activities under the Health 
Sector 11 h jec t ,  activity progresses too slowly or not at all unless A.I.D. takes 
some initiative. A.I.D. often grows impatient with the slow pace of activities, 
but has found that confronting Ministry of Health counterparts concerning poor 
performance can be counterproductive. Instead, A.I.D. has developed ways to . 

work around reluctant or uninterested individuals and units in the Ministry. The 
A.I.D. project manager for the public sector program, a Honduran physician, 
works directly and personally through Ministry of Health field staff located 
outside of Tegucigalpa in the Ministry's mgional offices. When a regional office 
proves paxticularly supportive of reproductive risk interventions, that region 
quickly becomes a focal point for A.I.D. project activities and resources. This 
selective approach reduces the amount of time and m u m s  that would otherwise 
be lost in trying to deal with other, less committed Ministry staff members or 
units. 

Given the Ministry's decentralized administrative structure, dealing 
directly with field units is consistent with Ministry delegations of authority and 
with the Project Grant Agmment. The Minister of Health has approved all the 
activities that have been initiated in this way. However, the approach does 
sometimes initate midlevel officials in the Ministry's central bumucracy who 
feel that they have been circumvented and would Like to have control over project 
resources and activities. There is, therefore, an element of risk that offended 
midlevel officials might find ways to manifest their displeasure by harming the 
project. Ultimately, A.I.D. has concluded, reasonable risks must be taken or the 
program will not perform. 

A.I.D. has been disappointed that its U.S. institutional contractors, who 
have performed strongly on other components, have not pmvided more leadership 
in the reproductive risk component. These contractors value their good working 
 lat ti on ships with Ministry of Health counterparts and are reluctant to jeopardize 
good relationships by aggmsively pushing a small component that could cause 
controversy and bad feelings. Furthermore, the contractors feel that the pmsent 
pace of activities, although slow, is about as fast as things can move under the 
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circumstances. They fear that trying to push activities much faster could mkindle 
opposition and be counterproductive. Nevertheless, A.I.D. is likely to try to 
define a somewhat more active role in the reproductive risk component of the 
Health Sector 11 Project for its institutional contractors in the futuxe. 

Monitoring and Evaluation 

A.I.D. uses the following three different information-gathering techniques 
for tracking its population program in Honduras and reporting its mults: (1) field 
monitoring, (2) project evaluations, and (3) national surveya. The CDIE 
evaluation team was impmsed with the thomughness and rigor of these 
instruments and the use of the mults by A.I.D. program managers in tracking 
and improving program activities. 
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8. EFFECTIVENESS: COVERAGE 

The term "effectiveness" in this case study has quantitative and 
qualitative dimensions. The quantitative dimension, discussed in this section, 
refers to the coverage of A.1.D.-supported family planning services-the extent to 
which they are reaching significant and growing numbers of beneficiaries. The 
qualitative dimension of program effectiveness, discussed in the following section, 
deals with the quality of care offered by A.1.D.-supported providers and with the 
overall national progpam effort. 

Over the last decade, four national reproductive health surveys (1981, 
1984,1987, and 1991) were conducted in Honduras with A.I.D. support. Similar 
in methodology to A.I.D. 's Demographic and Health Survey, these reproductive 
health surveys gathered information from representative national samples of 
women of reproductive age. This section reports fundings from the surveys 
concerning the coverage of the program, including its effectiveness in promoting 
the adoption of family planning (contraceptive prevalence) and its effects on 
knowledge and attitudes about fmily planning. 

Practices: Contraceptive Prevalence 

The most straightforward indicator of covemge of services in Honduras 
is the number of users of family planning. Figure 1 shows that the number of 
users has increased steadily during the period covered by the surveys, more than 
doubling during the 1980s. Since almost all of the contraceptives and services in 
Honduras m A.1.D.-supported, this is a direct indication of A.I.D. program 
effects. 

However, in rapidly gowing populations like Honduras', the total number 
of users does not fully repment the extent of coverage. Since the population of 
women of reproductive age is fast increasing, contraceptive prevalence-the 
percentage of all women of reproductive age who are using family planning-is 
also an important indicator of coverage. 
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Figure 1. Number of Users of 
Contraceptiwes, Honduras 1981 -1 991 

In 1976, the contxaceptive pmvalence rate in Honduras was 12 pemnt. 
As shown in Figure 2, the overalll contraceptive prevalence rate (modem and 
traditional methods) incmsed to 26.8 percent in 1981 and then to 46.7 percent 
in 1991. The prevalence rate for all modem methods increased from 23.6 pexcent 
in 1981 to 34.7 percent in 1991. However, there has been little i n c m  in 
modem method prevalence between 1987 and 1991. 

During the same period, total prevalence (modem and traditional methods) 
increased from 47.4 percent to 60.9 percent in urban a~eas and from 16.2 percent . 
to 36.1 percent in rural areas. Modem method prevalence in urban areas 
incmased from 43.6 p e m t  in 1981 to 51.6 percent in 1987, declining to 49.4 
percent in 1991. Modem method pxevalence in rural a m s  inc- from 13.3 
percent in 1981 to 22.5 percent in 1987, with a small increase to 23.7 percent in 
1991. 
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Figure 2. Contacepthm Prevalence 
Honduras, 1081,1084,1 OW, 1091 

Figure 3 summarizes the changing mix of contraceptive methods in 
Honduras. In each of the four reproductive health surveys (1981, 1984, 1987, 
and 1991), oral contraceptives and female sterilization were the two most popular 
modem methods. However, the pmvalence of oral contraceptive use declined 
significantly, while prevalence of female sterilization increased. Between 1981 
and 1991, among all users of modem methods, the pmportions using female 
sterilization, IUDs, and condoms all i n c d .  In contrast, the propoltion ushg 
oral wntaaceptives declined between 1981 and 1991. 
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Figure 3. Method Mix, Honduras, 
lO8l,l984,lQ87 and 1 QQl 

The most sulprising finding of the surveys is that the use of traditional 
contraceptive methods (primarily withdrawal and rhythm) increased markedly 
between 1981 h d  1991. The prevalence of traditional methods increased from 
3.2 percent (11.9 percent of all contraceptive users) in 1981 to 12.0percent (25.7 
percent of all urns) in 1991. In other words, prevalence of traditional methods 
increased by about 9 percentage points (nearly a quadrupling from 3.2 percent in 
1981). In comparison, prevalence of modem methods increased 11 percentage. 
points (from 23.6 to 34.7 percent). Between 1987 and 1991, pmvalence of 
traditional methods increased from 7.6 percent to 12.0 percent, or 4.4 points. 
Prevalence of modem methods increased only 1.8 points. In uhan areas, 
prevalence of traditional methods increased from 7.8.percent to 11.5 p m n t ,  or 
3.7 points. Meanwhile, prevalence of modem methods declined 2.2 points. 
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Socioeconomic and demographic factors are associated with the uneven 
average of f a y  planning services in Honduras. Figm 4 shows that the 
coverage of services is higher in urban areas than in rural 111, although the 
urban-rural disparity appears to have diminished suinewhat since 1987 as a 
consequence of i n c d  program effort in rural ams. Anclther factor that 
affects coverage of fmily planning services is eduation of women. Table 2 
shows the smng mlationship among education, contraceptive prevalence, and 
number of children. 

Rgura 4. Contmceptive Prevalence, 
Urban and Rural Honduras, 1981,1984, 

1087, aml1QB1 

How do these contextual factors influence a woman's use of family 
planning sentices? The economic analysis conducted by the CDIE evaluation 
team (see Section 12) found that the cost of services apparently does not strongly 
determine access to family planning services. Therefore, geographic (e.g., 
urban-rural) and socioeconomic (e.g., education) conditions do not limit access 
to family planning simply because of income levels. The urban-rural disparity 
probably is caused by less convenient access to facilities in rural areas, lower 
educational levels among rural women, and the more traditional culture and 
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economy that exist ia rural communities. The disparity associated with education 
most likely reflects the fact that education causes women to be less traditional and 
fatdstic, better able to p m s s  family planning IB&C messages, and mom 
favorably disposed to deal with modern institutions and change agents, Also, 
highor level8 of education are associated with other phenomena that make families 
inclined to want fewer births, including women's employment, fewer infant 
deaths, and migration to urban m. 

Table 2. Contraceptive Prevalence aud Average Number of Births by 
Level of Education, Honduras, WJl 

Average 
Level of Number of 
Education Any Method Modem Traditional Births 

None 28.7 18.9 9.8 5.4 

Primary 1-4 40.0 27.1 12.9 4.4 

M a r y  5-6 52.3 41 .?i 10.7 3.1 

7 years or more 66.7 52.8 13.9 2.3 

Soum: CDIB estimates based on preliminary data from the 1991 Qidemiology 
and Health Survey. 

The three major sources of services-ASHONPLAFA, the Ministxy of . 
Health, and private commercial providers-provide services to roughly qual 
numbers of family planning users. In other words, each cares for about one;third 
of the total number of women who m planning their families. nowever, further 
analysis of 1987 survey data shows that this statistic is misleading because 
ASHONPLAFA provides contraceptives and sewices through the other two major 
providers as well as dhxtly through its own outlets. ASHONPLAFA actually 
provides more than 70 percent of voluntary sterilizations, but most of the 
operations arre perfomed in Ministry of H d t h  hospitals or private clinics through 
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contractual arrangements with the association. In other words, ASHONPLAPA 
supplies the service even though another providor supplies the physical facility. 
Similrtly, oral contraceptives and condoms sold in private commercial. pharmacies 
are actually, for the most part, pmvided to retailers from ASHONPLAFA's 
Social Marketing h g r a m ,  Table 3 shows an approximate distribution of 
contraceptive goods and services in Honduras, comcted for the fact that 
ASHONPLAPA is the initial provider of goods and services that other 
organizations subsequently deliver. 

Table 3. Source of Contraception, Honduras, 1987 

Orals 58 17 2 1 4 

VSC 7 1 1 15 13 

Condom 75 6 19 0 

IUD 29 43 2 1 7 

Source: Honduran Ministry of Health. "Qidemiology and Family Health Survey; 
Honduras 1987, Final Report" Table VI, Bl4-18, P, 194-198. 

Knowledge About Family Planning 

The national surveys of women of reproductive age asked respondents if 
they had heard of each of the different contraceptive methods. If respondents 
answered "yes," they were considered to have knowledge of the method. Defmed 
in this way, knowledge of contraceptive methods is high in Honduras. In both 
urban and rural areas, knowledge of oral contraceptives and fernah& sterilization 
as contraceptive methods is virtually universal; over 99 percent of married women 
in uhan axeas and over 96 percent of married women in rural areas reported 
knowing about oral contraceptives and female sterilization in both 1987 and 1991. 

Knowledge of other methods is less widespd.  Over 90 percent of 
respondents in urban areas knew about IUDs, condoms, and injectable methods 
in both 1987 and 1991. Corresponding percentages were 80 percent or lower in 
mral areas. 
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In contrast to modem methods, which showed little change in awareness 
levels between 1987 and 1991, awareness of both rhythm and withdrawal 
increased by almost 10 percentage points during the same period. For these two 
traditional methods, the increase in knowledge about each method was associated 
with an increase in use of each method. 

Among respondents who have never tried to limit pregnancies, lack of 
basic knowledge about methods does not appear to be the ovemding reason. For 
every modern method, except vasectomy and vaginal methods, at least 70 percent 
of nonusers reported knowing about the method; 94 percent knew about oral 
contraceptives and 94 p e m t  also knew about female sterilization. Respondents 
who reported knowing about rhythm and withdmwal were 47 and 35 percent, 
respectively. 

The coverage of family planning IH&C messages is not great. Only 26.6 
percent of urban respondents and 14.8 percent of rural respondents reported 
hearing or reading a family planning message in the month prior to the survey. 
Radio was the most important source for both urban and rural respondents. 
Nearly half of all urban respondents and nearly two-thirds of all rural respondents 
mentioned radio. Television was also a major source for urban respondents (39 
percent), but it was mentioned by only 10 percent of rural respondents. Health 
personnel were relatively important information sources for both urban (23 
pemnt) and rural (30 percent) respondents. 

Although knowledge levels, measured by simply asking respondents if they 
have heard of different methods, are high, CDIE's focus groups of users revealed 
that users' knowledge about family planning is often very incomplete and full of 
erron. Section 9 reports more detail concerning users' knowledge of family 
plannhg 

Attitudes About Family Planning 

Only a few attitudinal items were included in the national surveys' that 
we= administered in Honduras. The items reported in the following discussion 
are wmplemented by additional attitudinal inf~rmation gathered by CDIE in focus 
p u p s  with family planning users, reported in Section 9. 

One attitudinal factor that is measured in national surveys is women's 
perception of an "ideal" family size. The trends over the 1984, 1987, and 1991 
survey years m surprising. Respondents' mean ideal number of childm 
smained about constant over the three surveys: 3.4, 3.2, and 3.5. However, 
among younger women-especially women aged 15 to 19-ideal family size actually 
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appears to have increased. In 1984, women in this young group reported a mean 
of 2.7 childm as an ideal number; in 1987 and 1991 this mean increased to 3.2 
children. The only age group that showed a decline in the mean ideal number of 
children was women aged 35 to 44, in which the ideal declined from 4.4 in 1984 
to about 3.8 in 1991. mere was essentially no variation by residence or by 
education. 

In CDIE's focus groups, all participating users reported W i g  motivated 
to use family planning for economic reasons. Repeatedly, in group after group, 
women expressed a desire for large families but said that today it simply is not 
possible to feed and clothe a large family. They said that although their p n t s  
had 6 to 10 children, and it was good to grow up in such a family, 2 to 4 
children was the ideal family size in the cumnt economy. Even women with 
many childmn spoke of the hardship of trying to feed and clothe many children 
adequately 

Nearly half (48.4 percent) of the survey respondents reported that they 
believe there are health risks associated with family planning. In 1987, nearly 
half (47 percent) of all women in union who had used the pill reported 
undesirable side effects, and most of these women (43.5 p e m t )  sought medical 
attention for the side effects. 

Attribution of Effects to A.IeDe 

Resources come to the Honduran family planning program from dierent 
sources, including the IPPF, the Government of Honduras, user fees and 
purchases, and A.I.D. The CDIE evaluation team calculated that mund 60 to 
70 percent of total resources spent on family planning in Honduras come from 
A.I.D. Lacking any other more precise empirical basis, it is reasonable to 
estimate that at least 60 percent of the direct effects of the national program can 
be attributed to A.I.D. This estimate might actually be even higher due to other 
qualitative inputs fmm A.I.D. and xelated A.I.D. pmgramming in other sectors. 
For example, A.I.D. pmvides leadership and important political support for 
family planning policy, performs a coordinating role among the different family ' 

planning providers, and works (through other projects) in complementary areas, 
such as impmving basic education for girls, generating employment for women, 
and strengthening the national economy. All of these activities contribute to the 
coverage and utilization of family planning services. 
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9. EFFECTIVENESS: QUALITY 

T o  assess W e m t  qualitative aspects of A.I.D.3 population pmgram in 
Honduras, the CDIE evaluation team used t h e  different rating instruments. The 
fTirst instrument is a set of categories developed by Judith Bruce of the Population 
Council for measuring quality of care. Using these categories, CDIE orgdzed 
focus groups of Hondum family planning users to determine their views about 
the quality of care provided by A.1.D.-supported services. The second 
instrument, used to assess management quality, is a set of categories taken from 
the total quality management (TQM) literature designed to evaluate institutional 
stxuctum and pI8Ctices. The third instrument is the Lapham-Mauldin (GM) 
Family Planaing Program Effort Scale, an internationaUy validated measurn of a 
country's overall commitment to family planning. 

Quality of Care: Beneficiary Views 

The framework developed by Judith Bruce of the Population Council for 
evaluating quality of cam defines quality in terms of the tmtment individuals and 
couples receive by the family plandog program or service. The definition 
includes (1) choice of contraceptive methods, (2) technical competence of staff, 
(3) information given to clients, (4) interpersonal relations, (5) mechanisms to 
encourage continuity, and (6) appropriate constellation of se~vices. 

The CDIE evaluation team held eight focus p u p s  with Honduran family 
planning users-rural and urban, Ministry and ASHONPLAFA-to hear their 
views on service quality. Questions wem structured following the previous six 
elements of quality of care. The following a ~ e  some repmentathe results. 

Choice of Methsdr 

Little Feal choice was apparent to clients. Women had restricted their 
choice of methods because of mmors and fears within the community. In rural 
and periurban areas, many women had used only one method of contraception in 
their lives. They saw their particular method as the only safe choice; all other 
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methods wem identified as having major problems. The rumors and fears were 
the same in ~ r a l  and periurban areas. Boxes 1-3 relate some of the - 
misconceptions. 

Box I. Comments 7 Ih  oral Contraceptives Cause White Spots on the Face 
(Aimchar la Cara). 'Ihis Belief w Expressed as Fact in All Eight Focus Groups 
and by Sales Attendants in the Pharmacies. 

"Yes, I took the pill for a while, but it caused white spots all over my 
face. Boy, did it ever make me ugly. I stopped taking the pill and 
they all went away immediately. "--a 25-year-old woman. 

"All oral contraceptives cause pale spotting on the facew-a 
pharmacist who sells subsidized oral contraceptives through the 
ASHONPLAFA Social Markzting Program. 

"Yes, it is true. Pils do cause pale spotting on the faces of women in 
Honduras-everybody knows it. It is because the sun is so bright here 
and we have dark skin; somehow it creates a problem."--a well- 
educated young woman and graduate of an American uniwrsity. 

"Oral contraceptives do not cause spotting. What is happening here 
is that the people are receiving false information. Many doctors in our 
country receive only a minimal education in family planning in our 
country; they are not able to give correct information to women; 
sometimes they don't give it nor a proper medical checkup ... People, 
particularly those in poor and rural areas, need more information on 
the pill."- medical director of ASHOWLAFA. 

Box 2. Many Women Said that Female Voluntary Surgical Contraception (VSC) Is 
Open Not Efeectiw. 

"I know three women in this area who had the operation and 6 
months later had children."--a nurse at a rural CESAMO. 

"Isn't it true that you can never tell for whom the operation will be 
successful-you just have to wait and see whether you gct 
pregnant?"--a woman in a rural focus group. 

"What is the operation? What did the doctor really do? Can I get 
pregnant?"--a rural woman who had had VSC several months 
previousiy in an ASHONPLAFA regional clinic. 
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Box 3. Comments that Male VSC Leuves Men Impotent. 

"But after men have the operation, they can't have sex any more. "--a 
wmun in a rural ficus group. 

. "What is the operation for men? Is it castration?"--a womun in a 
rural ficus group. 

"No, we don't refer any men for VSC. I don't care what people say, 
I am sure it impairs sexual functioning. "--a male physician in a large 
urban C E W O .  

Women, patticularly rural women, tend to be limiters rather than spacers. 
In rural anas women were limiters; most used no family planning until they 
decided they had had all the children they wanted, or more than they wanted. 
Then VSC was the method of choice (Box 4). 

1 Box 4. Comments llrat VSC W4s the Metltod of C?toIce 
"No, I never used family planning. The me5 don': like it. For 

I example, my husband wouldn't Id me. I just kept hwiag children 
until one day, after the birth of the last chidd, he got anpi tad said, 
'Why don't you go get cured.' So I did."-$wn a womm with eight 
cMIdren. 

"I got operated on when I was 45-years old d $ c  my 1 Ith c)l.iid. I had 
10 living children; 1 had died. I realized I could fitill have one or two 
more before I was done so I had the operi$ion."--a rum1 ~wmcul. 

"I started using family planning when I was 28 af?sr 1 had my four 
children. "--cut urbun ASHOWLAFA client. 

The prices of services compared with the high costs of raising a large 
family we= considered, both by Ministry of Health and ASHONPLAFA clients, 
to be a bargain, Even VSC at ASHONPLAFA, the most expensive method, was 
considered a bargain in light of the altemative, mom children. The mml woman 
who went to ASHONPLAFA for VSC at the age of 45 after 11 children said, "It 
was a bargain; I still could have had one or two more childm." 
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Information Given to Clients 

Clients we= not fully informed and stated they had never been so. Clients 
of both the Ministry of Health and ASHONPLAFA nxalled being given 
information on only the specific method they were using; they stated they had 
never been given information on other methods. Box 5 gives a few exceqts from 
iatexviews concerning the misinforming of patients. 

"When 1 went to be operated on, I said they could give me the form 
to sign and then they asked how many children I had and if I had 
problems with low blood pressure ... That's all the information they 
gave me. No, they didn't give me information about other 
methods."-porn a rural woman who had had VSC at an 
ASHONPWA regional center. 

"Yes, the information was sufficient. A friend of mine (mother 
woman who had had VSC) asked the nurse if this operation was 
permanent because we had heard in the community that there are 
operations that are permanent, and others in which they cut you but 
aren't, and others in which they close the tubes.. . Well, the nurse was 
very sincere and said they only closed tubes, but to have faith that it 
would be secure and safe. We said yea (go ahead) and thanked her 
because she had spoken clearly. "--u woman who had had VSC at an 
ASHONPWA regional clinic. 

"I asked the doctor how I could plancould I use the pi113 He said no, 
I would have to use an IUD. "-fiom an urban woman with a 4month 
old nursing idant who had gone to an wban CESAM0.-Asked if the 
doctor explained why the pill wouldn't be good for her or if he 
explained other methods, she continued, "No, he just put in the 
IUD." 

"No, I have never heard a talk on family planning, seen a film, or 
had a medical exam. We come here to buy pills, and she tells us how 
to use them."--a group of ASHONPLAFA commwriry-based 
distribution users in a smaU town. 

"I have never heard a talk on family planning. One of the reasons I 
came here today was I thought I might get some information." 
-another ASHOWLAFA com&nity&ed distribution user. 
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I~erpersonal Relations 

Interpersonal relations were reassuring and supportive at ASHONPLAFA 
(see Box 6); they wem not so at the Ministry of Health. Privacy is very 
important. The one ASHONPLAFA client who commented unfavorably about 
ASHONPLAFA said that as the doctor was about to insert an IUD, two nurses 
came in to watch the p&um and she was very embarrassed. 

I 

"They treated me very well. I have tried to encourage my neighbors 
[to go]. There is a woman who lives near me; she has eight children 
and is very poor. I have tried to encourage her and tell her she 
doesn't have to be afraid. I tell her hew they treated me."--a rual 
woman who had gone to ASHONPLAFA for VSC. 

"One is so scared and nervous when you enter there. I was so afraid 
of the knife. But in reality the nurses at ASHONPLAFA were so 
attentive."- another rural wman who had gone to ASHONPLAFA 
fir VSC. 

Women spoke of bng waits, of being turned away because the quota was 
filed, and of little privacy at Ministry facilities.' Box 7 s h e s  some of their 
experiences. 

'Physicians from the Ministry of Health work on a quota basis-36 patients in a 6 hour 
shift. Each morning the CESAMO multiplies the number of physicians in the clinic 
that day by 36 and issues that number of "cupos." Clients state that, to be sure of 
getting a cupo, they arrive at the CESAMO by 5 a.m. Physicians say that when they 
are fully staffed they usually are able to see every one who had arrived by 8 a.m. 
However, there are real problems when a physician is out for even a day, and more 
so for longer periods. There are no replacements for physicians who are on sick 
leave, maternity leave, or vacation. 
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I Box I. Women Discuss Deatment at the Ministty of Health. 

"The Center opens at 8 a.m. and is open until 3 p.m., but the quota is 
filled by 9 a.m. and if you get there late (after 9 a.m.), you have to 
return another day real early. "--an urban woman. 

"You have to get in line by 6 a.m. to get a place in line and then wait 
and wait all day."--another urban woman. 

"Anyone enters the room who wants to and you are lying there feeling 
embarrassed and afraid. "--an urban womar1. 

"When one goes to have an IUD inserted at the health center, the 
center has a window through which the people can look. When 1 was 
there a man entered the room with records. 1 was miserable because 
nobody likes to be looked at. "--an urban womm. 

"I said to the doctor, don't examine me; I'd rather ]pay and go to 
Juticalpa because I am embarrassed with you." The doctor replied, 
"How rude the people are in Corcordia."--a rural woman who was 

- embarrmsed by being examined .by a male doctor. 

Continuity and Followup 

Only one woman in the eight focus groups stated she had ever had 
followup on a missed appointment, whether from the Ministry of Health or 
ASHONPLAFA. AU other women stated that they had discontinued going to 
ASHONPLAFA or the Ministry at some point and there had been no followup. 

Colt~teILation of Services 

Integrated services are appreciated. The Ministry's clients described 
services as, accessible and convenient because all services are offered. 
ASHONPLAFA users commented they wished ASHONPLAPA offered other 
services (Box 8). 
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Bar 8. Comments 7W ASHONPWA Should Have More Services. 

"I wish ASHONPLAFA would offer prenatal and postnatal care and 
checkups for children, too. You know, pregnancy, birth, and family 
planning are all parts of the same thing in a woman's life."--an urban 
wman in an ASHONPLAFA @cus group. 

"I wish ASHONPLAFA would offer more groups like this. There is 
no place you can go and talk about sex. Sometimes you have 
questions or problems with sex and there is no one to talk with. "--an 
urban woman. 

ASHONPWA c o ~ t y - b a s e d  distribution users viewed the post as a sales point 
rather than a service point. 

"If I wanted to use another method, what would I do? I don't know. 
I guess I would have to go the health center... No, she (the 
community-based distribution worker) just sells us pills."--a rural 
woman who buys pills porn an ASHONPLAFA worker in a small 
town. 

Quality of Care: Providers9 Views 

To complement the beneficiaries' views on quality of care reported in the 
CDIE evaluation team also visited a number of different service facilities and 
interviewed provider staff for their views on quality of cam. The following 
summarize some of the results of these visits and interviews. 

Ministry of Health 

To observe quality of cam in Ministry of Health facilities, the CDIE team 
conducted observations and provider interviews in two rural and two urban 
CBSAMOs and one uhan hospital. While not repmwntative of the whole 
national system, these observations and interviews nonetheless provided a general 
picture of the variability that exists in the quality of A.1.D.-supported, Ministry- 
pmvided family planning services in Honduras. 

A general conclusion is that the quality of Ministry facilities, staff, and 
supplies varies tmmendously from facility to facility. Location aad leadership 
seem to account for most of the variability. In gened, the level of quality was 
higher in urban facilities than in mral facilities. Them was a greater choice of 
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methods, full-time trained staff, and better m r d  keeping in urban sites. 
Leadership, however, was also critical in determining not only the quality of 
~rvices, but if services were offered. If someone on the medical staff was 
convinced of the value of family planning, better quality services were provided 
regardless of location of the facility. 

Structural factors, beyond the control of individual Ministry service 
delivery staff, also influenced the quality of the family planning services that were 
offered. The physical infrastructure and equipment of most CBSARs and 
CESAMOs was minimal and used at overcapacity. Ministry of Health facilities 
were understaffed to meet the demand for m a t e d  and child services during the 
7 a.m. to 1 p.m. shift. Physicians had a quota of 36 patients in that 6 hour shift. 
It was impossible to provide a medical exam, full information on a variety of 
methods, and counseling in an average of 10 minutes. 

The quality of Ministry family planning services has appimntly improved 
since an A.I.D. evaluation of the Ministry's family planning program in 1988. 
The Ministry of Health reports that contraceptives were continually in stock in 95 
pemnt of CESARs and CESAMOs in 1991. The oral contraceptive for lactating 
women has been approved and is available throughout the country in Ministry 
facilities. The CDIE team confinned that A.I.D. contraceptives appear to be 
available in all Ministry facilities, ruml and urban, although sometimes in small 
quantities. In terms of staff qualif'cations, A.1.D.-supported technical training in 
IUD management was provided to 81 physicians and nurses in 1990-1991, most 
of whom ax? now working in mml and urban CESAMOs. 

A S H O N P ' A  

Overall, the CDIE evaluation team found the services offered in A.1.D.- 
supported ASHONPLAFA facilities to be of good quality. ASHONPLAFA offers 
the full range of A.I.Bapproved methods in its six regional clinics. A more 
limited m g e  of services is available through ASHONPLAPA's Social Marketing 
and Community Services Pmgrams, but these programs can refer clients to the 
six clinics for additional services. ASHONPLAFA's technical competence is ' 

high. Physicians, nurses, promoters, and auxiliary personnel are trained and 
retrained. Facilities am clean, well kept, well equipped, and provide safe sterile 
procedures. 

CDIE observed that ASHONPLAFA has IE&C materials available in its 
facilities and that staff are trained to use them. Counseling and informed consent 
procedures are apparently well observed. Patient privacy is respected and waiting 
time averages 45 to 60 minutes. 
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ASHONPLAPA keeps good client records. Staff inform clients about the 
need for followup visits. A home-visiting program promotes continuity. 

Most pharmacies in Honduras offer contraceptives, and the gnat majority 
of the contraceptives they sell are provided by the A.1.D.-supported 
ASHONPLAFA Social Marketing Program. In 1987, 34 pemnt of the women 
who used o d  contraceptives reported buying them in pharmacies or health shops. 
Fifty-be percent of these oral contraceptives were A.1.D.-subsidized provided 
through the ASHONPLAFA Social Marketing Pmgram. ASHONPLAFA has 
established the Social Marketing network, supplied contraceptives, and provided 
training to phannacies. 

To evaluate the quality of cam in pharmacies, especially the completeness 
and accuracy of infomation given to clients, a female Honduran member of the 
CDPB evaluation team, posing as a new user, went to six pharmacies, three of 
which offered Social Marketing contraceptives. She bought oral contraceptives 
and tested when, how much, and what type of information was offered. She found 
that the pharmacies offered information only when requested. AU six pharmacies 
offered erroneous information on side effects and counterindications. The 
information provided by the phannacies mliated with the ASHONPLAFA Social 
Marketing Programs was on a par with other pharmacies. Examples are provided 
in Box 9. 
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Box 9. Euamples of Contraceptive I@vJtton Women Receive porn Pharmacies fn 
the ASHONPLAFA Social Marketing PJp;ram. 

I 

Asking a pharmacist who~~"~harmac~  was in the ASHONPLAFA Social 
Marketing Program which pill sho should take because she was nursing her baby, 
the pharmacist replied that it didn't matter: "In general they all reduce milk 
production." The same pharmacist added that any woman of any age could take 
orals. A sales person at another pharm~y within the ASHONPLAFA Social 
Marketing Program recommended to the interviewer, who expressed concern about 
orals giving her white facial spots, that she buy a nonsubsidized oral contraceptive 
because it was gentler and less likely to give her white spots. The sales person 
commented that Perla, one of the two oral Social Marketing contrueptives, was 
very strong for someone just beginning contraceptives and would be likely to give 
her varicose veins. 

Still another sales person at another pharmacy within the Social Marketing 1 Program told the interviewer that all oral contraceptives were the same. Asked about 
facial spots, the sales person replied that all oral contraceptives caused facial 

i spotting. The sales person, when asked which would be better for a nursing mother, 
called upon the pharmacist who stated there would be no problem with any of the 
four pills they carried. In fact, only one of them would be rmmmended for a 
lactating woman. 

Management Quality 

The TQM framework, along with CDIE's application of thc TQM 
categories to the A.1.D.-supported family planning service providers in Honduras, 
is summarized briefly below and rleported in more detail in Appendix C. The two 
major providers, the Ministry of Health and ASHONPLAPA, we= rated by the 
CDIE evaluation team on the following TQM elements: (1) technology and 
systems, (2) culture, (3) structure, (4) employees, (5) management, (6) service 
design, and (7) physical environment. 

Judged by the TQM criteria, the Ministry of Health was found to have 
appropriate infrastructure covering the entire country. Structurally, the Ministry 
is well suited to provide good services, with decentralized service delivery and 
management. Health and family planning services m efficiently integrated. 
Then is an effective stnrcture of local, regional, and national facilities with 
patient r e f e d  arrangements. Employees m a mixed group, including career 
health professionals, political appointees, medical students, and community 
volunteers. Professionalism and commitment are extremely variable from facility 
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to facility. In cultural terms, them is intern81 disagreement in the Ministry 
concerning the priority of family planning that hampers the pmgram in many 
subtle ways, Many of the Minietry's facilities are seriously underfunded, 
undoquippad, and understaffed, badly restricting the availability and quality of 
services. 

ASHONPWA provides a stronger institutional baso for family planning 
services. Its supply, logistics, and management information systems are modem 
md afficiaa,t, Its institutional culture comes from IPPF, combining strong family 
pllaaning values with a strong Honduran identity. Structurally, ASHOWLAFA 
is centralized, although an efTofi to dgcaatralize is under way, Bmployccs are 
pmfessional, well trained, and highly committed. Facilities are less numerous 
thaa Minisby of H d t h  facilities, but they are better equipped and mom 
comfortable. The schedule of sawices is still doctor-oriented rather than client- 
oriented, with mo~t sarvices o f fed  only on weekday mornings. 

To maximize p.mgmm effectiveness, the CDIE evaluation team concluded 
that it is a gsod strategy for A.I.D. to pmgraxn famsy planning assistance in both 
the public and private sectors because of diffemt ac! ~antages and didvantages 
that make ahem comp1ementary. h Honduras, CDIIB nbserved that private sector 
providers are able to (1) focus all their murces on family planning without 
having to coxnpcete with other priorities, (2) have stable, permwent cawr staff 
at most lev&, (3) make use of private sector marketing techniques, such as 
advertising and market m h ,  (4) limit covewe to provide high quality 
sewicus, and (5) have modem, efficient management and administrative systems. 
The disadvantages of private aeztor providt:rs are (1) limited coverage and 
infaastructum, (2) dependence on extexnal funding, and (3) fees may exclude very 
poor clients fwirr obtaining services. 

In contrast, public sector providers have (1) natioml coverage and 
extensive infrastructum, (2) political legitrnacy, (3) permanent budget allocations 
from the. national tmsury, (4) access to low salary staff, including medical 
students, and (5) accessible free sewices to even the neediest user. Disadvantages 
of public sector providers atre (1) competing priorities and a lower priority for 
family planning, (2) the lack of stable professional caxeer staff at most levels, (3) 
requirement to serve the whole poplation, causing providers to spread themselves 
thin and sacrifice quality, (4) subjection to unpredictable changes in politics and 
policies, and (5) cumbmome and inefficient administrative and management 
systems. 
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National Program Effort: The Lapham-Mauldin Seale 

The internationally recognized Lapham-Mauldin (LM) Progxam Effort 
Scale has been applied twice previously to Honduras, in 1982 and 1989. The 
LM scale lurs four components: (1) policy and stage-setting activities, (2) service 
and service-dated activities, (3) m r d  keeping and evaluation, and (4) 
accessibiity and availability of methods and services. Of a possible 120 points 
on 30 specific items, Honduras' overall m m  was a "weak" 30.30 in 1982, In 
1989, it mom than doubled to a "strong" 75.42. 

The CDE evaluation team mviewed the pmvious L-M scale ratings and 
attempted to reapply the scale to the Honduras prognun as evaluated in 1992. 
Recognizing tbat its mting procedures were pmbably diffemnt from those used 
for pmvious ratings, CDIB nonetheless found the attempt informative in terms of 
identifying elements that repmnt strengths, weaknesses, and changes in the 
program. CDIE applied the scale t h m  times-to the full national program, to 
ASH0NPWA"s program, and to the Mini8try of Health program. 

The results and full discus~ion of CDIE's fmdings on the 30 specific items 
axe contained in Appendix D. Briefly, CDE's observations am summarized 
below. 

Policy and stage-setting dv ides .  The 1992 judgment was that Honduras' 
effort in national policy was still weak by GM criteria. Within the Ministry of 
Health them is disagmment on family planning policy. Recently a Population 
Law failed to pass in the face of Catholic Church opposition and the unwilling- 
ness of the Ministry's family planning supporters to come forward. Cumnt 
n a t i d  leaders privately wpport family planning, but neither publicly endom 
it nor give it high priority. No restrictions on the importation of family planning 
supplies exists. The team noted that although contraceptive, advertising is 
allowed, fear of political or mligious criticism causes family planning providers 
to self-censor, and their advertising is so circumspect it is almost um-ble 
as family planning. 

Service and service-related activities. The Ministry of Health has a weak 
commuaity-based distribution program, no social marketing, and has had virtually 
r i o  family planning IB&C. The administrative structure has been transitioning 
from a centralized to a decentralized one and, as yet, does not reliably ensuE that 
&&ve family planning resources, supervision, and support m h  the M e ~ n t  
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Ministry levels of service delivery. ASHONPLAFA, on the other hand, is strong 
as a service pmvider. ASHOWLAFA has good Community Services and Social 
Marketing Programs. The administrative structure functions to support 
ASHONPLAFA's policies and strategies and to get personnel and resources 
where they are nemkl. Staff atle trained and carry out their jobs. 

Record keeping and e w l d o n .  Although the Ministry of Health has 
established a new service statistics system, the CDIE team felt the data it 
produced wem not accurate or useful. Service indicators am not standard family 
planning indicaton. M i n h y  facilities interpret the formats differently and 
erratically. bgistics supply and usage data could not be reconciled with the 
service statistics; sometimes a pharmacy within a CESAMO or CESAR reported 
dishibuting mom amtn!ceptives tban there are usem and other times considerably 
less. ASHO-A, on the other hand, has an efficient management 
information capability provided by IPPP. It effectively maintaias patient m r d s ,  
f w c i a l  information, and other management information needed for opemtions, 
planning, and evaluation. It has a well-Wed evaluation office. 

Avallatrility and accessibility offertilily-cow01 services and supplies. AU 
methods of contraception am available in Honduras; however, them am still some 
obstacles restricting womcn's access to f m y  planning services, The costs of 
transportation and t h e  iue the impediments to access by rural women. Ready 
and easy access to pills and condoms other than through Community Services and 
Social Marketing Programs is through the six ASHONPLAFA clinics and the 
many Ministry of Health facilities. Cost may be a factor for ASHONPLAFA 
services, whem fees two to three times those of the Ministry. In the Ministry 
facilities, time (2 to 6 hour waits for service) is an impediment. 
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sustainability, in this discussim, has two dimensions. The first is 
institutional sustainab'ity, which considers whether a provider has the capability 
and resources-infrastsumre, staff, administrative systems, stature, and so forth-to 
provide effective services on a permanent basis without outside help. The second 
dimension is financial sustainability, the ability of a provider to generate enough 
income to support itself when A.I.D. funding is no longer available. In this 
section, sustairbbility issues for ASHONPLAPA and the Ministry of Health are 
discussed separately. 

With regard to in&utionall sustainability, the CDIB evaluation team 
concluded that ASHONPLAPA is in good shape. The organization has expanded 
its facilities and staff at a measured pace, not compromising the quality of 
services it provides by expanding too rapidly or spmdhg itself too thin. Its 
infrasttucture is well situated, well designed, and well maintained. Staff memkn 
are RC~ited and promoted based on merit and are, for the most part, care&? 
pmfessionals. The work force is productive, with no signs of featherkldhg or 
corruption, The organizational structure is clear and logical, and leadership is 
experienced, professional, and committed. ASHONPLAFA does not depend on 
outside advisors. Systems (i.e., accounting, personael, management information, 
evaluation) are modem and efficient. Finally, ASHONPLAPA has earned the 
respect and confidence of the medical and political establishments of the country, 
giving it legitmacy and stature. Overall, CDIE concluded that ASHONPLAFA, 
in terns of institutional capability, is permanently sustainable at its present level 
of development. Alternatively, it represents a solid institutional base for 
continued growth. 

In terms of finaucial sustainability, however, ASHONPLAFA is in a mon 
precarious position. Expansion over the last decade, f~mced principally by 
A.I.D., has left the organization very dependent on A.I.D. grant funding. 
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Neither A.I.D. nor ASHOWLAPA is happy with this situation, and the program 
is giving priority to incming revenues locally so that ASHONPWA's financial 
dependence on A.I.13. can be gradually reduced. 

ASHONPLMA, under the A.I.D. Private Sector Population I1 Project, 
has established formal financial sufficiency targets for some of its services. Its 
current A.I.D. graat requires that the Social Marketing Program generate 
mvenues h u g h  sales to cover 100 percent of its direct costs, excluding 
contraceptives. The Community Services Pmgram is required to f~nance 50 
percent of its direct costs, excluding contraceptives, by the end of the project. 
The MedicaYClinical Program is also supposed to i n c m  its revenues, but there 
is no specific target level it has to m h .  

ASHONPLAPA agreed to these goals in its negotiations with A.I.D. and 
is working earnestly to meet them. But it was clear to the CDIE evaluation team 
that this financial sustainability requirement has created confusion in 
ASHONPLAPA, causing it to make some emrs that have been harmful to the 
prognun. The confusion results from the fact that A.I.D.'s sustainability and 
coverage objectives appear to ASHONPLAFA to be contradictory, pulling it in 
two opposite directions. Expanding coverage to Honduran families who still do 
not use family planning services requires greater effort to mch low-income, mxal 
families, who make up the largest share of nonusers. Unfortunately, these 
families are the most costly to serve and the least able to pay. Expanding 
coverage, therefore, appears to ASHONPLAFA to reduce the prospects of 
improving financial sustainability . 

Nevertheles: ASHONPLAFA has made propss in meeting sustainability 
objectives. Prices for most ASHONPLAFA products and services were doubled 
in 1990, and, as a result, ASHONPLAFA revenues swelled by 54 pemnt. 
ASHONPLAFA's policy is that prices can be 1 to 1.5 percent of minimum wage 
aud should not exceed one-thi~l the price of commemial brands, The new, 
higher prices we= probably within reach of most working Hondurans, but may 
be beyond the means of the very poor. When prices were raised in 1990, initial 
"sticker shockN caused a sharp drop in sales. The Community Services Program, 
for example, abruptly lost 16,635 users, almost onethird of its total customers, , 

In 1991, however, sales gradually mvered and in 1992 sales were almost back 
up to their 1990 level. Although provisions have been made for a sliding scale 
of fees, the pmsure on ASHONPLAPA to be self-sufficient forces it to make few 
exceptions to the mle that all users must pay. A full CYP of the cheapest 
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condoms costs 50 lempiras (about US$9.25), and a CYP of the cheapest pills 
costs about 16 lempiras (about USfi3.00). A.I.D. is preparing to finance an 
operations reseanh study in rural communities that will test the effect of different 
pricing policies on demand and w g e  of family planning services. 

Pn,gress to date in generating revenues from ASHONPLAFA's different 
services is shown in Table 4. 

Table 4. Comparison of Generated Income and Costs for 
ASHONPLAFA's Mqjor Service Programs, W1 

Income as 
Project Element 1991 Cost 1991 Income 96 of Costs 

Social Marketing 613 708 115 

Community Sexvices 1,673 1,129 67 

TOTAL 

Note: Costs are in thousands of lempiras and exclude contraceptives. 

Source: Blair 1992, Appendix G.3, p. 45. 

ASHONPLAFA's locally generated income fipres show an upward trend, 
going from 939,505 lempiras in 1989 (a 5-month period) to 2,003,414 lempiras 
in 1990 and to 3,048,442 lempiras in 1991. In percentage terms, local revenues 
paid 3 percent in 1989 and will pay 12 percent in 1992. At present, 
ASHONPLAFA depends on A.I.D. for 62 pemnt of its budget, on IPPF for 11 
percent, and on other donors for 2 pemnt. It generates 26 percent of its budget 
locally. 

All locally generated funds axe put into the ASHONPLAPA budget. Units 
can only influence the use of the funds in the annual programming and budget 
planning meeting. Exceptions to this rule am the social marketing distributor and 
pharmacy owners who receive their normal commercial markups for all 
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contraceptives sold, and the Community Services Program distributors who 
receive a pemntage of the sale price. Because of fmcia l  incentives, these 
particular groups have made strong efforts to impmve contraceptive distribution. 

The extent to which utilization of family planning services is sensitive to 
the pri.ces of products and services is uncertain and is the srbject of controversy 
in the Honduran family planning community. ASHONPLAFA believes that its 
higher prices since 1990 are a factor in the m n t  slowing in the growth of 
contraceptive prevalence. However, CDIE's focus p u p s  with users showed that 
price is not reported to be a major constraint, at least for cumnt users. 
Furthermoxe, CDE's economic analysis revealed low demand elasticities 
associated with price changes. Since expenditures for family planning represent 
a very small proportion of families' budgets, incneasing prices would probably not 
result in a proportional decxease in demand. It appears, therefore, that raising 
prices could increase ASHONPLAFA's revenues and improve its fmc ia l  
sustainability . 

In its rush to improve its performance in the sustainability m, 
ASHONPLAFA has tried to cut costs by limiting some important activities, such 
as advertising. A.I.D. 's 1992 evaluation of ASHONPLAFA was critical of these 

a decisions, which were detrimental to the objective of expanding coverage and to 
the long-term prospects of achieving greater sustainability at a higher level of 
contraceptive pmdence. 

Neither A.I.D. nor ASHONPWA believes that ASHONPLAPA can 
achieve 100 pemnt financial sustainability through sales of family planning 
products and services. While progmss has been made by raising prices, 
ASHONPLAFA executives feel that another independent soum of income is 
needed to prepare for eventual cutbacks in A.I.D. support. One possibility is to 
look for other donors. Another idea is to sell family planning services to large 
corporations for use by their employees. These appmches could generate some 
additional income, but probably not enough. 

ASHONPLAFA's leadership is attracted by the idea of having other 
income-generating units tbat could permanently cross-subsidize its family planning . 
services. It has toyed with the idea of opening a printing plant or hardware store. 
The ASHONPLAFA dimtor would like to construct an office building on a well- 
situated pmperty next to ASHONPLAFA's Tegucigalpa headquarters and earn 
income from mt. Having some sort of profitable business, he believes, would 
not only help permanently solve the financial sustainability problem but would 
also introduce elements of competitiveness and diversification, which would 



invigorate the institution and its employees. Another possibility that interests 
ASHONPLAFA is establishing a permanent endowment to generate intesst 
income. A.I.D. has established such an endowment for the Panamerican 
Agricultural Schml in Honduras. 

ASHONPLAFA does not have expertise in business development. A.I.D. 
will have to provide additional technical assistance to ASHONPLAFA in 
assessiug the feasibility of Merent business and endowment possibilities if it 
wishes ASHONPLAFA to approach full sutitainabiity over the next 10 to 20 
Y-• 

Ministry of Health 

In terms of institutional sustainability, the family planning services offered 
by the Ministry of Health's reproductive risk unit am shaky. The Ministry, of 
course, is a large, permanent unit of the Honduran Government. Its big 
advantage over ASHONPLAFA, in terms of institutional capability, is its national 
inhstnrcture. However, it became clear in the course of CDIE's site visits and 
interviews that a number of other institutional weaknesses negatively affect the 
family planning part of the reproductive risk program. One weakness is staff. 
Senior management consists of political appointees who are often seeking personal 
political advancement, and health center physicians are mostly medical students 
putting in their required year of social service. The Minisbry's permanent 
physicians practically all moonlight, dividing their time between Ministry facilities 
and private practices. Administrative structures (personnel and fmcia l  
management, management information, planning, supervision) are cumbersome, 
bureaucratic, and underfunded. Medical supplies are scarce. m e  A.I.D. Health 
Sector Projects are addressing many of these institutional weaknesses, but 
progrws is slow and the benefits seem to reach the family planning activities only 
after other, higher priority, health activities have been helped. 

F i c i a l  sustaiuability, on the other band, is somewhat less of a problem 
for the Ministry than it is for ASHONPLAFA. The Ministry has a permanent, 
fairly predictable budget from the Honduran Government. The main problem, ' 

then, is getting an adequate sham of the Ministry's tight budget for family 
planning services in the reproductive risk unit. 

Ministry of Health leadership expressed concern to CDIE about the 
sustainability of all donor-finapced health projects, including A.I.D.'s. Ministry 
officials feel that too many projects terminate when external funding ends; thus, 
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the Ministry is trying to make key projects sustainable. For example, a Ministry 
official pointed proudly to the fact that the natiorlal vaccination program is now 
80 pemnt locally financed. 

The Ministry has begun to charge a little bit for some services. But them 
is intemal debate about the wisdom and ethics of charging for primary care for 
mothers and babies. Also, raising prices would be politically unpopular. 
According to Ministry officials, income fiom fees jumped by 29.8 percent in 
1991 and is projected to increase by another ' $5 percent in 1992. At the health 
center level, there was in increase of 62 pemnt in revenues in 199 1. The A.I. D. 
Health Sector XI Project is providing technical assistance to the Ministry in this 
a m .  Cost recovery in 1985 by all Ministry hoqitals averaged about 12 percent 
of their nonpem~el  operational cost budgets. In two hospitals, however, cost 
recovery reached 19 and 20 percent, suggesting that mom could be mvered 
thmughout the system with some assistance. Cost nxmvery is accomplished by 
cbarging fees for such services as matemity cam, labomtory work, X-rays, minor 
surgery, dental care, and blood tmsfusions. At pmsent, family planning services 
M u g h  the Ministry of Health are essentially free. The user pays a 1 lempira 
(US$0.20) fee for each visit to the health center. Contraceptives a r ~  free of 
charge. 

A.I.D. 's objective is that "through wider and more mgularized use of fees 
for services, cost recovery by hospitals will increase on the average by 2 pemnt 
per year, reaching 25 percent of nonpemmel operating budgets" 
(USAID/Honduras 1988). As tbh pracfice evolves and becomes more systematic, 
it is likely that higher fees will be charged for an expanding list of curative 
services, while primary care and child survival services will mmain free or very 
cheap. Since family planoing services are seen as part of the reproductive risk 
program of primary care, the Ministry will probably not try to charge higher fees 
for these services. 

Ideally, Government budgetary mources provided for health services 
would increase in the f u t u ~ ,  with a growing proportion of the health budget 
suppoxting preventive and primary cam, including ~eproductive health and family 
planning. Increasing Govement revenues, coupled with growing income from 
fees charged by the Ministry for curative services, could make the overall public 
health system financially independent of outside donor support in the futuxe. 
However, the CDIE eLaluation team felt that budget austerity, competing 
demands for funds, and lingering political wariness concerning family planning 
make it unlikely that Ministry-supported family planning activities will receive 
adequate Government funding for good quality, national-scale services in the 
forseeable future. Furthermore, rural poveq, administrative complications, and 
popular omposition to fees will limit cost m v e r y  fiom user charges. 
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Overall, with mgard to the pmspects of achieving sustainable family 
planning programs in both ASHONPLAPA and the Ministry of Health, the CDIE 
team concluded that A.I.D. will probably have to accept the d t y  that 
sustainability is a long-term objective. Continuing A.I.D. support for a number 
of years will be fequiffd if A.I.D.'s family planning objectives, including 
permanent insitutional and f w c i a l  sustainability, are to be met. 
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11. IMPACT 

Although A.I.D.'a f d y  planning program in Honduras defincs its 
objectives as improving the health of chilclren and mothers, the A.I.D. population 
program worldwide is conc~med with demographic impact as well. In this 
section, evidence concerning the long-term impact of the A.I.D. family planning 
pmgrarn in Honduras is p~e~entecl, using both demographic indicators (fextility 
and population growth) and health indicators (infant mortality and child spacing). 

Fertility 

Table 5 shows that the total fertility rate declined overall from 6.4 births 
in 1981 to about 5.1 in 1991, or about 1.3 births. In urban areas, the total 
fertility rate declined only about 0.5 births over this same period, from an 
estimated 4.3 in 1981 to abut 3.8 in 1991. In rural areas, the total fertility rate 
is estimated to have declined' about 1.7 births, from 7.8 in 1981 to a still quite 
high level of 6.1 in 1991. Figure 5 shows how the fertility rate has changed over 
a longer period of time. 

Population Growth 

The rate of natural incmse, which is identical to the population p w t h  
rate if net international migration is zero, was about the same in 1988, 3.0 
percent, as in the early 1950s, 2.9 percent. However,, in the early 1950s the 
crude birth rate was about 51 and the crude death rate wris about 22. In 1988 the 
crude birth rate: was 38 and the crude death mte was 8. Assuming the same , 

mortality decline but no fertility decline over that period, the population would 
have become about 6 million in 1991 instead of 5 million, incming annually by 
more than 250,000 in 1991 instead of by 150,000. Thus, by 1991 them had been 
about 1 million fewer births in Honduras than there would have been had the 
birthrate not begun to fall. 
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Table 5. Total Fertility Rate and Contraceptive Prevalence Rate 
LIP Urban and Rural Honduras, Survey Years. 

Tot4 Urban Runl 

'!I'm CPR TPR CPR TPR cm 

Sourorr: 1981 B n c u ~  Nacionrl dol Urn do Andconceptivor, Minid.rio do Salud Publica y AaiUmda Social 
1984 Matonul md Child Hdth md Family Pluming Survey, Hondunr 
1987 Bpiddology and Hdth Survey Piml R W  
1991 Wnuta lumd on pmlimitury data h m  the Bpiddology d Hulth Survey 

Figure 5. Total Fertility Rate, Honduras 
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Why Is Fertility Still So High? 

Fertility is still relatively high in Honduras compared with other countries, 
despite the cumnt level of contraceptive prevalence, For example, in 1987, the: 
total contraceptive pmvalence rate in Guatemala was 23.2 percent with a total 
fertility rate of about 5.8. In Honduras, the 1991 prevalence rate was 46.7 
pemnt-twice as high as Guatemala's-while the total fertility rate was 5.1, only 
12 pemnt lower than Guatemala's. The following four factors were 
hypothesized by the CDIE evaluation team to partially explain the fact that 
fertility is still higher than expected, given the contraceptive prevalence rate. 

1. Most women commeme chih%eating at a young age in Hondums. 
Couples many young (including consensual union) especially in rural anas where 
over 60 percent of the population resides. 

2. Breast feeding may have only a limited fertility inhibiting e$ect in 
Hondums. Lengthy b m t  feeding is common, and survey msults show that the 
duration of bmst feodibg is incming. However, it is common in Honduras for 
mothers to begin supplememting with solid foods at an early age. According to 
the 1987 Family Health Survey, only 4.7 percent of children 3 60 5 months of age 
wem being exclusively bmst fed. Among women who were both breast feeding 
and pmviding supplemental feeding (to a child 3 to 5 months of age), only 19 
percent reported using contraceptives, and only 7 percent were using modem 
methods. Perhaps many of the others were not practicing contraception in the 
mistaken belief that partial breast feeding was an effective contraceptive. 

3. Contr~lceptiw discontilUIQtlon may be unusually high in Hondums. 
Although the surveys did not produce estimates of method discontinuation, 
Janowitz (1992) estimates discontinuation mtes in Honduras of 35 percent for the 
pill, 15 percent for the IUD, and 50 percent for injectable contraceptives. These 
estimates am quite high compared with conventional ones. Momver, there is 
evidence of widespread negative attitudes toward both the pill and IUD, which 
might be expected to result in an unusually high discontinuation rate for those 
methods. 

4. Imomct utilization of contmceptiws may be high in Hondums, 
causing fdlure and dlscom'nuation. The CDIB team Imnd some evidence that 
average "use-effectivenessH of contraceptives may be lower in Honduras than it 
is worldwide. Because of inadequate information support for family planning 
users, them may be a tendency for women to use methods incorrectly and to 
unexpectedly find themselves pregnant in spite of trying to use family planning. 
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Impact on Health 

High-risk births are a major factor in inf't and maternal mortality. A 
growing body of evidence worldwide indicates that Infant mortality is lower when 
the mother is at least 20 yoan of age, birth intervals m longer than 2 years, and 
there have been fewer previous births. Survey data show that these relationships 
also exist in Honduras. In the early 1980s, the infant mortality rate was 77.4 
deaths per 1,000 live  birth^ for young women under the age of 20, compared with 
only 48 for births to women aged 20 to 34. Birth order has a similar effect. The 
infant mortality mte for children of birth order 6 or higher was 61, compared 
with mund 50 for childmn of birth order 1 to 5, showing that health risks 
increase as a mother has more childmn. 

With regard to bixth spacing, the survey data reveal a strong birth interval 
effect. From 1980 to 1984, the infant mortality rate for children born after a 
long-birth interval (24 months or more) was 42.0 deaths per 1,000 births. In 
constrast, the infant mortality rate for children born following a short-birth 
intend (la9 than 24 months) was 67.6 deaths per 1,000 births. In other words, 
the mortality risk is 61 g e m t  higher for closely spaced births than for births 
spaced 2 years or moE apart. 

It is reasonable to surmise that thugh  the early and mid-1980s oral 
contraceptives-as the leading contraceptive method during the 1970s and early 
1980s in Hondums-had contributed to reducing infant mortality by lengthening 
birth intervals. It seems likely that the decline of oral contraceptive use since the 
mid-1980s may have slowed the improvement in infant mortality. The two most 
important fertility-related factors affecting infant mortality in Honduras appear to 
be the age of the mother at fmt birth and interval between births. More 
widespd use of effective birth-spacing methods, such as IUDs, could be 
expected to further d u c e  infant md maternal mortality in Honduras. 

Attribution of Impact to the A.I.D.Supported 
F d y  Planning Services 

A circumstantial case can be made that the decliue in birthtab, fertility, 
and infant mortality is being caused in part by the gmwtb of family planning 
senices in Honduras. Pirst, as was shown in Figure 5, the total fertility mte in 
Hondum was high and steady for at least two decades before the 1980s. In 
1980, A.I.D. s i ~ ~ c a n t l y  incmsed its population programming and shifted most 
of its support from the weak Ministry of Health family planning services to 
ASHONPLAFA. Figure 5 shows that the pattern of high fertility changed soon 
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td ramr ,  suggesting that the pwing availability of family planning wrvicas 
may have begun to influence fertility. Comborating evidence was prrnridad by 
CDKE's focus g~roups with users, most of whm reported that they had chosen to 
adopt family planning techniques to limit the number of children that they plan 
to have. S b  nearly half of women of raproductive am now ammptinj to 
Wt their family size or space births, mostly using pmgram-supplied modem 
rne&ods, .(t is masonable b Mer that the national family p1i-g progmm is 
helping to produce the decline in festility in Honduras. Of course, other factors, 
such u improved education for girls, better health conditions, urban migmtion, 
and economic impmament intern with family planning services ta change 
femty. Because of these interactions, the impact of the family planning program 
on fedity, independent of other influences, cannot be calculated with precision. 

A similar circumstantial cam can be made for the impact of A.I.D. family 
planning assistmw on healtb and child survival. The atrong statistical 
mlationship between high-risk births and Mmt  mortality mkes it logid tu 
suppose that the gmwing use of family planning is contributing to impmvhg 
infant mortality in Honduras, Again, a number of factors interact to change the 
infant mortality rate, and the magnitude of the impact of family planning on the 
infant mortrrlity rate cannot be measured accurately. However, the strong 
statistical cornlation that exists coupled with reports of impact fiom key 
Momants and family planning users make a convincing case that family planning 
is having positive health impacts in Honduras. 

If the inference that family planning is haviug a long-term impact on 
fertility and health in Honduras is accepted, how much of that impact can be 
attributed to A.I.D.? Since A.I.D. provides 60 to 70 p e m t  of the total 
m u m  for family planning activities in the country, a plausible estimate might 
be that 60 to 70 percent of family planning's impact on fertility and health can be 
credited to A.I.D. assistance. Nevertheless, although the magnitude of the impact 
can be debated, the evidence is quite convincing that A.I.D. family planning 
asshnce is having an impodmt long-term impact on both hdth  and 
demographic conditions in Honduras. 
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EFFICIENCY 

' h e  p r i n y  objective of CDIBs economic analysis of the A.I.D. family 
planning pmpm in Houldunrs wu to examine the relative efficiency with which 
mourns have basn allocated for different family planning institutions and 
pmg~fl~s.  Based on the fidings, the analysis makes recommendations 
concerning how, p0tMnth.l @tun allocations for population programs might be 
mom efficient. I%le &ussion concenmtes mainly on the costs of different 
services offered by ASHONE%APrA, because ASHONFLAPA was the only family 
planning provider supportdl by the A.I.D. program with usable cost dab. The 
basic appmch  uvud in this analysis h 8conomic cost-effectiveness and the main 
unit of effectiveness is CYP (i.e., a year of grotdon fmm pxegnatncy provided 
by a contmepive technique). 

No consensus exists among specialists mgarding whether fast population 
growth is bad or good for development. The linkages are complex, theoretical 
issues are unmmlved, a ~ d  empirical evidence has been inconclusive and 
controversial. For this muon, an economic benefit-cost analysis geared to 
determining whether msoums allocated ta fiunily planning have a higher return 
tharn alternative allocations was not attempted. 

CDIE's review of the available evaluation literature found no compilation 
of cost data for the various family planning services and providers that receive 
A.I.D. support in Honduras. It was tkerefo~ uc)xesq for the CDIE evaluation 
team to piece together, as best it could during 4 weeks of fieldwork, infomation 
on costs and CYPs. Sources of cost infcmation included providers' budgets, 
observation of M y  planning iaterventioss to determine the costs of their 
components, and inmliews with providers in a sample of family planning 
facilities. 
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fi-8 

Disbursements by Program 

ASHOMPEAPA'S outlays, at constant and economic prices, have gmwn 
at a mmpound annual rate of 8.02 pemnt. Sterllizution accounts for a mhtively 
small proportion of total outlays, averaging only 4 percent of annual expenditures. 
CommuJIy Sewlces outlays have gmwn at an annual compound rate of 2.25 

pemt .  The slower t h n  average rate of growth of these expenditures is 
reflected in a subsmthl drop in their respective sham of total expenditures from 
21 to 14 pemnt during 1990 and 1991. It is interesting to note that the 
prropartion of total outlays allocated to Community Services peaked in 1981 (at 
44 p m t )  and has tended to fall steadily thereafter. Allocations to Medlcal 
&rvica timugla clinics grew at a compound rate of 1.98 pemnt annually 
between 1980 and 1991, averaging 23 percent of total allocations, The 
proportional d~@8tions were highest in 1980 and 1981, reflecting high levels of 
investment in equipment. Allocations to Social Mmkedng started in 1985 and 
peaked in 1987, Social Marketing's sham ranged from 15 to 18 percent from 
1985 tcr 1988 and fell thedbr .  

Disbursellzents by Cost Group 

Personnel is by far the single most important category of disbursement. 
In several years it accounted for more than 50 percent of total outlays. An 
implication of the large outlays on p r s o ~ e l  is that efforts to raise efficiency 
should concentrate initially on either reducing personnel costs for the same level 
of output (which would help sustainability) or on raising output for the same level 
of personnel costs. 

Aalininistmtlve outlays is the program category that has grown fastest, at 
an annual compound intemt rate of 17 percent. In 1989, administrative 
expenditures grew to 41 percent, partially as a mult of a near tripling in physical 
facilities (which for the most part are charged to administrative outlays). For 
most years, the proportion of administmtive expenditurn ranged from 22 to 28 
percent of the total. It is noteworthy that the proportion of administrative 
expenditu~s grew from 13 pemnt in 1983 to 22 percent in 1984 and mmained 
at higher levels during the following years. The incmse in 1984 was due largely 
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to a near tripling of personnel expenditums. The proportion of msounes going 
into ewluufion has tended to rise since 1986. The share of general support 
services has bwn mlatively stable, oscillating between 4 and 9 percent of total 
outlays. 

Amounts charged to contmceptives were extremely low from 1980 through 
1986-zero in several years. In 1987, contraceptives accounted for 14 percent of 
total costs, and their share in costs fluctuated between 4 and 8 percent for 
subsequent years. The year-to-year changes may reflect stocking practices- 
replenished stocks may last several years-as well as incmsed demand for certain 
services after 1987. 

As is to be expected, allocations to physical farlIIdes have been uneven. 
They were high in the initial years, tapered off from 1983 to 1985, and tended 
to rise after that with a peak in 1989. An analogous pattern occurs with 
investment in equipment. As is shown later, the annualized allocations to fad 
capital, physical facilities, and investment in equipment have grown most rapidly 
among the cost groups. 

Surprisingly, IE&C accounted for very small proportions of total outlays 
from 1980 thmugh 1983. One would have conjectured that a program aimed at 
promoting family planning, in a country where modem family planning practices 
were relatively new and not widely accepted, would have placed greater emphasis 
on educational and awareness campaigns from the start. A partial explanation is 
that the Social Marketing Program, to which much of the IE&C outlays are 
charged, did not start until 1985. IE&C outlays grew considerably in 1984 (from 
2 to 9 percent of total disbursements) and mained at even higher levels through 
1988. In 1989, a new reversal occurred with the proportion of IBBcC outlays 
falling from 1 1 to 4 percent, followed by a rise to 8 percent in 1990 and a 
dramatic fall to zero in 1991. 

Cost-flectiveness of the 0 ; w a l l  ASHONPLAFA Program 

During 1980 to 1991, total CYPs grew from about 87,000 to nearly ' 

231,000, an average annual compound rate of about 9.3 percent. 
ASHONPLAFA's avemge annual compound rate of growth of costs for the same 
period was 7.83 percent. Thus, the cost-to-CYP d o  decmwd at an annual rate 
of -1.35 percent, meaning that the overall cost-effectiveness of ASHONPLAFA 
has been improving on the average, although thew has been year-to-year variation 



60 A, I.D. Technical Report No. 9 

in this mnd. It is noteworthy that cost-per-CYP has fallen steadily since 1987. 
While CYPs fell over 3 years, costs fell much faster. This is indicative of a rise 
in the average productivity of murces and may be related to more effective 
management and the achievement of economies of scale, 

A detailed analysis of costs showed 'rhat during the 1980s ASHONPLAFA 
rapidly expanded production capacity, especially its buildings and equipment. 
P c m ~ e l  costs, on the other hand, gmw more slowly. The average cost of 
labor-per-CYP fell at an annual rate of -5.4 percent. In other words, the fall in 
average prsomsl costs tended to be offset by the fast rise in the cost of physical 
facilities and equipment, indicating that ASHOWLAPA may now have 
underutilized physical facilities and equipment dong with more fully utilized labor 
m u m s .  This conjecture was supported by information from interviews and a 
visual examhation of the facilities by the CDIB evaluation team. 

The high ratio of physical failities and equipment to other resources 
means that ASHONPLAFA is in a good position to achieve further economies of 
volume (i.e., mnmies that mult fmm achieving higher volumes of production) 
without significantly adding to physical facilities and equipment. To achieve such 
economies of volume, the association may want to redinect its mual outlays from 
more physical facilities and equipment to other uses. 

W-q#ectl0veness of ASHONPLAFA A's Da@ierent Services 

This section focuses on the *ciency of the t h m  key CYP-genemting 
programs of ASHONPLAFA-Medical Services, Community Services, and Social 
Marketing. 

In terms of cost-per-CYP, CDIE's analysis found that the Medical Services 
A u , g m  has been the most costeffective, while the Social Marketing Program 
has been the least cost-effective. For the period studied, the cost-per-CYP in the 
Community Services Program was about twice as high as in the Medical Services 
one. The Social Marketing cost-per-CYP was three times as high. One factor 
for the higher productivity of the Medical Services Plrogram has probably been ' 

the higher proportion of permanent or quasi-permanent methods (sterilization and 
IUDs) in the pmgram. Such methods mult in larger numbers of CYPs and haw 
been shown to entail relatively low costs-per-CYP in other studies. 
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Overall costs for the Community Servlces Progmm (some 25.5 million 
lempiras) during the period were similar to overall costs for Medical Services (28 
million lempiras). However, the total amount of CYPs produced by the 
Community Services Program was less than half the amount produced by Medical 
Services. 

Soda1 Marketing began in 1985 and was functioning for only 6 of the 11 
yean reviewed by this 'dys is .  However, if total CYPs from the Social 
Marketing Program through 1991 were used as a basis for estimating the CYPs 
that would have resulted had the program taken place from 1980, the Medical 
Services Program would still account for over SO percent mom than the two other 
programs combined (1,216,072 CYPs versus 796,445 CYPs). 

h g r a m  performance over time is of interest. For Medical Services, a 
much faster rate of CYP growth than of growth in costs means that cost-per-CYP 
in Medical Services fell at an annual rate of -6.5 percent. In other words, there 
have been significant gains in cost efficiency, probably ~flecting the incming 
acceptaace of the permanence of quasi-permianent methods, plus the achievement 
of economies of scale or volume. 

With cost-per-CYP falling at an annual rate of-3.62, the Commwjty 
Services Pmgrm, like the Medical Services Pmgram, experienced improving 
cost effectiveness over the years. But the improvement, while positive and 
significant, was only 56 percent as high (3.62 versus 6.51) as in Medical 
Services. Thus, the Community Services Program is not only less cost-effective 
in terms of cost-per-CYP, but slower in tenns of produdvity improvements. 
Community Services could be considered intrinsically more costly than Medical 
Services because such services do not involve permanent methods and tend to be 
low-volume and low-scale operations. To the extent that the Community Services 
reach lower income population p u p s  than the Medical Services (a proposition 
that could not be verified empirically due to time constraints), this difference 
suggests a trade-off between efficiency and welfm concerns. More CYPs per 
dollar could be achieved by investing in the Medical Services, but perhaps more 
CYPs among the most needy would be obtained through Community Services. 
This hypothesis deserves further study. Regardless, even if a trade-off in fact 
exists, its importance should not be exaggerated a priori. As was observed during 
visits to ASHONPLAPA's facilities, both pmgrams reach low-income groups. 

Regarding the Soda1 Marketing Progmm, the cost-per-CYP has fallen at 
an annual rate of -2.22 percent as a result of declining costs along with a rise in 
CYPs. The gain in cost-effectiveness for Social Marketing was weaker than in 
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either the Medical or Community Services Programs. The comparison, however, 
is not totally valid as the latter have had a much longer timespan than Social 
Marketing. 

An interesting aside is that the Social Marketing Progranr is the only one 
that movers all of its costs h u g h  sales. In spite of its elatively low cost- 
effectiveness, it is the most successful program in tenns of financial 
sustainability . 

.How does mlative cost effectiveness compm as given by cost-per-CYP 
for the three main contraceptive methods used in Honduras-female sterilization, 
IUDs, and oral mtraceptives? Overall, CDIE found that sterilizations and IUDs 
(the permanent or longer duration methods) ane mom cost effective than the pill 
(the short-term method). 

In terms of &or costs, IUDs ane slightly more cost-effective than 
sterilizations. The major mason is that sterilization requires more skilled, higher 
paid personnel and is a more time-consuming intervention. Compared with IUDs 
and sterilizations, the labor costs-per-CYP of oral contraceptives are much higher- 
mom than four times for'IUDs and more than thee times for sterilizations. 

In terms of p&t costs, oral conOraceptives ~ I B  also less cost-effective 
than IUD insertions. Product costs-per-CYP with oral contraceptives axe some 
six times higher than with IUDs. When adminkrtmtive costs are considered, 
steritizations are clearly the most cost-effective method. Administrative costs-per- 
CYP for steritizations are less than one-third what they a ~ e  for IUD insertions, 
and one-tenth of what they ane for oral contraceptives. When both labor and 
administrative costs are considered, sterilizaaions axe the most cost-effective; 
IUDs follow (only 50 percent as cost-effective as sterilizations); and oral 
contraceptives are last. When labor and product, or labor and praduct plus . . adrmnrstrative costs are considered, IUDs come out as more cost-effective than 
oral contraceptives. 

In conclusion, the empirical evidence indicates that, assuming cost patterns 
observed in the past are a good predictor of future patterns and assuming adequate 
medical conmls, A.I.D. programs would gain in cost-effectiveness by relying 
moxe on stedhtions and IUDs. 



A.I.D. 's Fad& SIannlng h g m  in Hondums 63 

Other Cost-e#ectiveness Factors 

The CDIE evaluation team performed cost-effectiveness analyses of two 
other factors-a comparison of the efficiency of services in different geographical 
regions of Honduxas and a comparison of the efficiency of the public sector 
provider with the priva& ,actor, These detailed analyses revealed large variations 
in costs, CYPs, and cost-per-CYP within and between institutions and at diffemt 
points in time, but clear, consistent empirical trends and conclusions were not 
found. In general, the public sector was judged by the team to be less cost- 
effective than the private sector, a conclusion that reflects not only the cost 
information gathered but also the overall quality of services they provide. 

Conclusions and Management hplications 
Concerning Efficiency 

What is the operational relevance of these findings? If A.I.D. wants to 
raise the cost-effectiveness of additional resourns that it may allocate to family 
planning, it should focus more on ASHONPLAFA than on the Ministry of 
Health. However, the Agency will have to balance cost-effectiveness 
considerations with the need to reach artain segments of the population that, for 
geographical msons, have access oraly to public sector services. Therefoxe, the 
Agency should continue to encourage the public sector to impme its ovendl 
efficiency in family planning and provide limited financial support to the extent 
public authorities are qmnsive. A fmt step in this -on would be to 
improve the managerial, accountiag, and statistical methods with which the public 
sector operates. 

Analysis of cost-effectiveness by method confiied what is by now a 
generally accepted conclusion. Permanent or quasi-permanent methods 
(sterilizations and IUDs) are more cost-effective than temporary methods. 
However, the implications of this conclusion for futum resourn allocations 
should be tempered with concern for clients' preferences for different methods. 

Overall, A.I.D.'s approach of supporting the gradual expansion of 
ASHONPLAPA's facilities has set the stage for further impmvement in the cost- 
effectiveness and coverage of ASHONPLAFA's services. However, cumnt low 
levels of spending on IE&C appear to be limiting improvements in 
ASHONPLAFA's performance. A clear xemmmendation is that IE&C activities 
be enhanced to generate new demand for services, gt.eater coverage and impact, 
and improved cost-effectiveness. 
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13. CONCLUSIONS 

CDIES main objective in this Tahnical Report was to gather information 
and insights that could be compared and combined with infomation from other 
cowtry studies to &ve at b d ,  programwide conclusions and recommcndations 
in a later synthesis report. Most of the overall conclusions raported in this 
section, although derived from A.I.D. 's experience in Honduras, were considered 
by the CDIB evaluation team to have mlevance in one way or another to 
worldwide A.I.D. pmgramrning. Since Honduras was the only Latin American 
case study in the CDIE Family Planning Assessment series, the conclusions may 
apply most directly to programs located in other Latin American or similar 
countries. 

a Cultural and political M e r s  

- The Honduraa study shows that family planning pmgms can achieve 
acceptable results, although slowly and with mculties, in the face of the 
strong cultural and political obstacles often found in Latin American 
countries. Honduras, like much of Latin America, is often characterized 
as having a maledominated cultune ("machismo") that favors large 
families and does not empower women. Politically, there is mistance to 
U.S. interference in local affairs, and family planning has been one of the 
most sensitive and resented aspects of U.S. fomign assistance. Catholic 
Church doctrine, to which most Hondurans subscribe at least nominally, 
strongly opposes family planning. Clearly, such obstacles make family 
planning pmgxams slower and mom expensive than they otherwise would 
be, but Honduras shows that A.I.D. can still get results under such 
conditions. 

Public versus private sector 

- Pn,gmming family planning assistance in the public sector and the 
private sector simultaneously can be an effective strategy because the 
different characteristics of each type of program can be complementary. 
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Policy environment 

- While explicit government policy favorable to family planning is 
desirable, simple acquiescence on the part of national leadership is all that 
is necessary for an A.1.D.-supported national family planning program to 
have 8CCqpt8ble mults. 

-- In the absence of a strong profamily planning government, A.I.D. 's best 
strategy is to concentrate msources on private sector providers. 

- In a pronatalist cultum and sensitive political environment, A.I.D. can 
most effectively promote family planning as a health intervention designed 
to reduce high-risk birtbs. 

Contraceptive methods 

- VSC is the most cost-effective methad for increasing CYPs. 

- Temporary methods are best suited for producing health and child survival 
benefi by reducing high-risk births. In Honduras, the IUD appears to 
have considerable potential for incming the impact of the program in the 
filmre. 

- Oral co11traceptives are unpopular and their use is declining. Real and 
imagined side effects and the relatively complicated demands they make 
on the user appear to limit the acceptability and effectiveness of oral 
contraceptives in Honduras. 

- Mass media public information and individual client counseling 
information about family phming m essential but neglected elements of 
good am. In Honduras, inadequate infomation for users is a weakness 
of the diffemt Honduran family planning providers and of the whole 
national system. Users are not well informed about methods and side 
effects, making it easy for rumors, unfounded fears, and misinformation 
to frighten off women who would like to plan their families. 

- Privacy is a need of many users not adequately appmiated by many 
providers, especially public sector clinic staff. 



A. I.D. Tecivtlcal Report No. 9 

-- In the private sector, charging fees does not appear to be a serious 
obstacle to widaspnad use of family planning sarvices. 

- Privata, nonprofit pmvidars of family planning services would benefit 
fmm an indapandant soum of mvmue, such as an income-generating 
business or endowment. Developing a permanent income generator should 
be a part of A.I.D. support. 

-- A.I.D.'s now priority on financial sustainability is causing confusion and 
, emrs on the part of A.1.D.-assisted providers. A.I.D. and its 
coopmtbg agencies am unclear about how much priority and how gnat 
a sense of uqmcy should be given to financial sustainabilty. Design of 
clear, achievable long-term sr~stahability plans should be given priority by 
A.I.D. 

A.I.D. implementation 

- A.I.D. 's experienced in-house technical staff, including both U.S. dim3 
hire staff and Honduran physicians, is necessary to eiktively manage a 
technically complex and politically msitive faxnily planning program. 

- Pnogms in the population a m  can be slow and uneven. A.I.D.'s 
patience, persistence:, and flexibility have been esmtial ip producing 
positive mults. In the Honduran envhnment, insistence on quick mults 
could have been counterproductive. 

- A focus on institution building is as important as subsidizing the operating 
costs of family p h n h g  services. A.I.D.'s support for expanding 
facilities and training staff in Honduras has created favorable conditions 
for greater coverage, improved cost-eff'veness, and growing 
sustainability in the h e .  

-- A modern, coordinated program of W C  activities is badly needed to 
improve the perFormance of A.1.D.-supported services in Honduras. The 
CbIE evaluation team was convinced that the somewhat disappointing 
performance of the program in terms of incming the national 
contraceptive prevalence rate is due, in large part, to weak IBBtC. 
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14. UNRESOLVED QUESTIONS 

several important questions ucws in the course of the ca8e study, which 
the CDIB evaluation team could not fully answer. Unresolved issues include the 
following: 

What am the causes Md consequences of the growth of traditional f d l y  
planning methadk? The surprising fmding that ineftactive traditional methods am 
spreading moFe rapidly than am the more effective modem methods suppoltad by 
the A.I.D. program could not be fully explained. The extent to which traditional 
methods am being actively pmmoted by family p h n h g  opponents could not be 
determined, Furthermore, it is not clear whether the growing use of traditional 
methods, in the long term, will be beneficial or detrimental to the family planning 
services A.I.D. supports. 

Clan A. I.D. 's population pmgmmming be linked to pmgmmming in other 
A. I. D. sectors? The powerful relationship between education, family planning, 
and health is clearly imporbnt, but its program implications need more study. 
The question mains  whether there are ways in which A.I.D. programming in 
education, population, and health can be synchnized to capitalize mom 
effectively on the interactions among these m. 

What kind of policy dalogue wlonks? The agonizingly slow progress in 
public sector family planning activities in Honduras stands in stark contrast to the 
speed of progress in other countries, such as Mexico, whee national leadership 
has strongly endorsed family planning, resulting in dramatically impmved 
pmgram perfonmince. What more could A.I.D. do that might produce a policy 
bmkthrough in Honduras? 



Appendix A 

History of Bilateral A.I.D. Support to the 
Honduran F d y  Plamhg Association 

(ASHONPLAFA) 

This appendix provides additional detail oonceming the history and natum 
of A.I.D. support to ASHONPLAPA. 

Initially, A.I.D. support for family planning in Honduras was d h t e d  
principally to the public sector. However, by the late 1970s, the Ministry of 
Health was blocking almost completely A.I.D. 's effort to support family planning 
within the Ministry of Health, ASHONPLAFA, meanwhile, had more 
commitment and enthusiasm for family planning than it had ~ u ~ .  In this 
context, A.I.D. began providing support to ASHONPLAPA. 

Direct A.I.D. support to ASHONPLAPA began ia August 1980 and has 
included the following projects: 

A.I.D. Support 
cus $1 

Family Planning1 PVO Project 
(522-01 75) 
Clinic Extpmion Program 
(522-01'37) 
Project Davelopment and Support 
Project (522-9108.9104) 
Commercial RdaiS Snlca 
Project (5224201.1) 
Headquarters Expamion Project 
(522-0#)l.l) 
Family Planning Scrvice Delivery 
Support Project (522-0225) 
Leadership Education Project 
(522-,0240) 
Project Development and Support 
Project (522-9104.1) 
Private Sector Population 
Project (5229286) 
Private Sector Population II 
Project (522-0369) 
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Family Planning/PVO Project (522-0175), 1980-1982: 

A.I.D.'s flrst projwt with ASHONPLAFA provided $440,000 for 
vehicles, additional sW,  and administrative support. During this initial period of 
A.I.D. support, ASHONPLUA expanded its staff and facilities, but its 
~activenaas, in term8 of coverage, did n d  expand correspondhgly, The 
additional staff hcluded tan urban promotars, a supervisor, and eight two-person 
teame for ntd amas. The numbor of distribution posts increased fmm 437 to 
706. However, the number of users (27,000) was essentially unchanged, For 
this mason, at least during the project period (1980-1982), the ratio of users per 
post actually dacrsasad Wm 52 to 38. The taxget had been 54,000 u r n  by 
December 1981, which would have been 7 pmnt of the women of reproductive 
age in Honduras. The 1981 Contraceptive Prevalence Survey showed only 2-3 
parcent of women using the community-based distribution p 1 *gram as thcir source 
of orat contraceptives. 

In fact, early in the project period them was a large drop in usen due 
mainly to commodity distribution problems caused by a delay in purchasing 
project-supplied vehicles. By the end of the project period, user numbers were 
finally i n c d g .  It was noted, however, that while new users were being 
mruited, old users were dropping out. It was mgnized also that, in general, 
the distributors w m  not adequately prepared to respond to side effect problems. 

Clinic Expansion Program (522-0197), 1982-1 984, Project 
Development & Support (522-9 108.9 1 M), 1982-1 983 
Commercial Retail Sales Project (5224201. l), 1983-1985 
Headquarters Expansion Roject (522-0201.2). 1983- 1985 
Family Planuing Service Delivery Project (S22-O225), 1984- 1985 
Leadership Education Project (522-0240). 1983- 1986 

With A.I.D. suppost, ASHONPLAPA grew rapidly during the early 
1980s. In 1978, ASHONPLAPA had 67 employees; by 1984 it had grown to 
nearly 150 employees and over 1,000 unsalaried community-based distributors. 
By 1984, the distribution program was providing subsidized contraceptives to 
40,900 users, a 58 percent increase since 1980. In 1983, ASHONPLAFA had 
pmvided or supported 6,620 voluntary sterilizations, a 76 percent inc- since 
1980. 
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According to a 1984 audit, A.I.D. d k t  support coverad nearly 60 
p m t  of ASNONglLAPA's $2.2 million bud@, the remainder coming fmm the 
International Planned ]Parenhood Federate (IBPP) and what ire now the 
&sociatian for Voluntary Surgical Contracuption. Only 4 percent of the budget 
was locally ~&aneiated. 'I'h bladgct and IWT had gmwn at such a pace that there 
was concern in A.I.D. about LSHONPLAFA's cajmity Qo absorb additional 
rasourcas, A 1983 IPFT study wprtcdly concluded that ASHONPLAFA had an 
"impmvised, if not patemahtic" management systsm, that them warn fm f o n d  
standads or pmcdum, and that the executive dhxtor delegated little authority 
to the department chiefs. 

Private Seetor Population Project (§224286), 1985-1989 

Ira the 1980s, public attitudes t o w d  family p W g  began to change. To 
capitalize on this impmment irn the political climate, A.P.D. in 1985 began 
providing significantly i n c d  mounts of support to ASHOWLAFA to help 
it improve and actend its earvices, The goal and parpose of the 4-yaw Private 
S-r Population project, was "to expand family plsurning coverage and services 
in Honduras through the private sector. " Achievmcnt was to be measured by an 
increase in contraceptive pmvalence.fmm 35 percent in 1984 to 44 percent in 
1989. A.X.D. lif60f-pmject funding m e d  $9.81 million. The project close-out 
w r t  describes project objectives (in italics) and actual outputs as follows: 

ASHONPLAFA's clidcul and wluntory steriUzation sem'ces wre  to 
be &cuttrvrUzed and mgionalized by establishfng and equipping j v e  
mgional centers. Centers weir: established in Sm Pedrr, Sula, 
Choluteca, La Ceiba, and Jutidpa with the Smta Rosa de Copan 
center nearly completed. 

'Ihe wlme of ster2fization pr~~CSurcs was to incre~~ejbm 32,000 In 
1984 to a emulative total of 90,000 by 1989. The cumulative total 
was 73,W, an increase of 41,000 rather than the targeted 58,000. It 
was mgnized in retrospect that the target number was unrealistic for 
the clinic capacity being created. 

3he number of regional clinic users, other than sterilization acceptom, 
w to increase to 19,500 in 1 M  The number reached was 10,500. 
in late 1988, the number mached had be- 18,000, at which time an 
intensive campaign against family planning was waged by the Catholic 
Church and other antifamily planning groups. A rumor that IUDs 
caused cancer was widely spread. Reportedly, many women had their 
IUDs removed and clinic attendance plummeted nationwide. It was 
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noted that ASHONFUPA mmaincd silent during them attacks, 
consequently, the dnvolopmsnt of a communi~8~tiona strategy was to be 
included in tho follow-sn pmject. 

ABmlnlshYUlw Md management~dons wcrc to be decemlized to 
tstc ~y!gIonal bw&. Tkis component was not fully implemented and 
was to mmain as an ana still q u h g  emphasis in the follow-on 
1989-1994 Private Sactor Population 11 pmjcct (5224369). 

I?M community-bed dlsrrlbwlon p m g m  w to be apanded by 
incrcasIng the number of dstdburion posts j b m  1,180 In 1984 to 
1,500 in 1989. Also, the number of act9w wen w to incpulse~m 
39,O to S4,W dn 1989. The number of distribution posts increased 
to 1,478 and the number of active ueam to 46,800. 

Plre fiflectivenus of the Corumcepdve Social Markztfng pmgmm w s  
to be i m p &  by inctleaJing the kvel of tawumess and flective 
demand for c o ~ e p t i v e  p a  among lower socioeconomic 
~egmuus cfthe popularlon not pmwtt& wved by the existing service 
&&wy new&. This was to bc accomplished thrrough intensive mass 
media advertising, mass rrrdail distribution of all program products, 
training of U b u t o r  and reblil garsonaal, and market ~ ~ h .  
Reportedly ASHONBLAIFA's pducts wem the best known and most 
widely used cormtmcieptives in Honduras. Am, the number of active 
users in the Contpaceptive Social ]Marketing pmgrann was to inc- 
fronn 7,000 in 1984 ta 40,000 in 1989. The number m h e d  was 
45,500 active u r n .  In 1986, a survey of o d  contraceptive punhasem 
found that the: program was indeed mchiag its target population of 
lower and middle i n m e  women. 

A!?WONPWA's f@nnatlon, edmtion, and coMmunic4n'ans fIE&C) 
&- w to IPe eqmukd and smngthened. The department 
went f m  a n?gional activity to a national program utilizing mass 
media and promoting all ASHONPLAPA pmgmms. The pretesting 
of audiovisud materials was institutionalized. 

Technical assistance was pmvided by w e d  long-tern advisers and by 
the =PJ Corporation to the Contraceptive Social Marketing component. 
Addit id  assistance came from the Centers for Disease Control aud the Family 
Planning Logistics Management pmject. Rice Waterhouse condwted a major 
institutional analysis of ASHONPLAFA in Janwq 1989, which mcluded that 
ASHONPLAFA needed to better define its mle, increase decentndhtion efforts, 
and develop a medium-and long-term agency strategy, m e  internal structu~ of 



A.I.D. 's Famlly Planning Pmgmm in Honduw A-5 

ASHONPLAPA was still considerad to be rigid with cumbersome procedures. 
Evidence that improved operating procadurns were being implemented was to be 
made a awial condition of the follow-on project. 

The 1987 Bpidemiology and F a d y  Hadth Survey showed that 
ASHONPLAFA was be the souw of over 58 p e m t  of family planning senvices 
in Honduras, followed by the Ministry of Health which was providing 17 percent. 
At the end of the project, the national contracaptive prevalence xate was estimated 
to ba 44 p m t .  

Designed to build on the achievements of the 1985-1989 Private Sector 
Population project (522-0286), the goal of A.I.D.'s ongoing 1989-1993 Private 
Sector Population H project (5224369) is "to reduce the tatat fertility rate fram 
5.6 to 4.7." The pipose is "to contribute 50 p e m t  of the increase in national 
contmaptive pmalencu fmm 41 pmmt in 1987 to 50 percent in 1994." 
Funding is alm included to fmce buy-ins to centrally-funded population projects 
and for complemeatq private voluntary organizsrtion (PVO) family planning 
activities in Honduras. The A.I.D. We-of-pmject contribution is $16 million inr 
grant funds, of which $12.6 million is designated for ASHONPLAFA, $1.1 
million i41 for PVO support, and $2.3 million is for technical assistance buy-ins. 

The project dhctly supports three ASHONPMA service delivery 
pmgrauas: (1) Community Services, ASHONPLAF'A's mamed community-based 
distribution program, (2) Contraceptive Social Marketing, and (3) 
MdcaVCMcal Services. To improve rural mwicm, the project is supporting 
expansion of the ASHOWLAPA community-based distribution pmgram md 
improvement of outreach services offered by the five regional ASHONPLAFA 
clinics, which offer voluntary sterilization services as well as temporary methods. 
Additional sterilization services am provided in eight private seminrral clinics. 
Vasectomy clinics are being established in Tegucigalpa and San Pedn, Sula. The 
Contmxptive Social Marketing program has been mrganbd and is workiag to 
improve the availability of temporary methods in rural as well as in urban areas. 
Increased emphasis is  being placed on W C  activities. 

The project also addmses a umber of ASHONPLAFA institutional 
constraints, particululy the regionalhation and decentralization program. 
Although improved cost recovery and cost eff!ectiveness are objectives, it is 
recognized that ASHONPLAPA is not likely to achieve ovedl self-sufficiency, 
Revenue increases are expected especially from the Social Marketing and surgical 
c o ~ l l ~ i o n  services. The Cooperative Agreement commits ASHOWLAFA to 
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epacific performance levels in coat mvery  and coat containment. Progress in 
lowering costs par unit of service pmvided and incmlog income genemtad by 
s w i m  is to tw closely monitored. 

To measure achievement, the Project Paper sets out the expected 
temporary mothod Couple-Yoara-of-Protection (CYP) and number of voluntary 
stedhation procadurn to be generatad by pmgram by year. The Community 
Sarvim pmgram is expected to expand nearly 30 pemnt over the We of the 
project by establishing new distribution points, adding Sodal Marketing pmgnun 
products (Parla and Norrninest pills, auardian condoms) to their line, and 
lacrunsing sales per distributor. The community-based distribution pmgram 
generated 35 percent of its dinxt opalrrtlng costs in 1988; this pemtage is 
expactall to rise to 50 pemt  by the and of the Private Sector Population I1 
mja. 

The Contmqtive Social Marfteting pgmn is expectad to incrwrse its 
CYPs by 67 percent and to achieve self-sufficiency by 1994. To do this, the 
1,700, mostly rural, distributors am to serve as additional distribution points for 
the Social Marlrding pmgram lines of contraceptives to supplement sale8 made 
in the existing distribution network of pharmacies. In early 1989, as this pmject 
was being developed, ASHONPLAPA had mrgankd its Social Maddng 
program. The ASHONPLAPA commemial distributor, Dtoguerh Nobel, had 
getn unable to reduce the cost per CYP or inc- its level of self-&rficiency 
despite large funding inputs. Finally, with technical assistance from SOMARC, 
ASHO-A entend into a contractual agreement with MANDOFER, S. A,, 
the largest cammexcial wholesale dnrg distributor io Honduras. 

A conahtat pricbg policy for all ASHOXUPLAFA contraceptive products, 
acmi programs, is to be institutad based on operations and market ~esearch. 

The MedicaVCPinid Scryices pmgraan is expected to have all six centers 
operational and to increase considerably the number of prpcedures performed. 
In 1988, ASHONIPLAPA supported 7,290 f d e  ateribation prwd!ws in their 
clinics, Minisory of Health hospitals, and private clinics. By '' x , that number 
is expdd to be 14,523. The pouibility of opening four additional centers will 
be explod as will the possibility of offering branspo~tion in rural ams. A 
men's clinic will be opened oa a pilot basis to offer vvrPsectomy and sexuaMy 
transmitted disease services. N W  family p W g ,  bd&g promotion, 
and i n c d  attention to methods compatible with b ~ ~ g  (including the 
mini-pill) w 3  be pmvi&xI, A sliding foe scale is to be instituted and gFeaeer 
efforts at cost mvery  Pnntie. 



The Private Sector Population 11 lproject also provides support to Plan en 
Hondwur;r and other private groups to enable them to initiate family planning 
sarvicas or upgrade their referral mlationships with ASHONPLAFA. The PVOs 
in Honduras warn surveyed to dotemine which groups had the intemst and the 
potential to do this 8uccassfU.ly. ASHOWLAFA will carry out IBBtC activities 
to promote family planning in general and to provi& training for the private 
g m p s  as well as its own staff. Plan will have its own Coopallative Agreement. 
The other WOs will be coordiaated by a centrally funded contractor through a 
buy-in. A qmate buy-in to the A.I.D. Technical Information on Population for 
the Private Sactor project will support limited employebasad family planning 
activities. 

The Project Paper specifies that a project goal is to reduce the total 
f d t y  rate fmm 5.6 to 4.7, including a reductions fmm 6.9 to 5.8 for rural 
women and fmm 3.8 to 3.0 for urban women. In addition, very specific 
numerical targets are set for the various ASHONPLAFA programs--community- 
basad distribution, Social Markdng, MedicaVClinid, IBBcC, training, and 
monitoring and evaluation. 



APPENDIX B 

A.I.D. Support for Ministry of Health Family 
Planning Services 

&on 5 of the raport describes the Ministry of Health and summarizes 
the program of A.I.D. support for the Ministry's family planning program. This 
appendix provides additional detail concerning the Ministry, A.I.D. project 
support that it haei received, and the Honduran Social Security Institute (IHSS). 

Minishy of Health Facilities and Staff 

Health Wities at the different levels are staffed and quipped according 
to their fwrctions and the demand that exists for their services, The seven 
national hospitals, six of which are located in or near Tegucigalpa, am staffed 
with specialized physitiws and are equipped for surgexy and intensive care. The 
mgioaal hospitals, of which them am a h  seven, are all located outside of 
Tegucigalpa. The regional h~apitals also try to d e r  a complete range sf 
specialized medical pemnnel and services. The thixteen a m  hospitals am mostly 
M e d  with general practitioners, gynecologists, padiatricians, and surgeons. 
They have laboratoPies and X-Ray equipment, but no intensive care units. The 
183 CESAMOs throughout the country have one or mon physicians apiece 
(usually only one in nual CBSAMOs and more than one in urban CBSAMOs). 
They also have auxiliary nurses and sometimes l i d  professional nurses. 
Some have ob8cmation beds, but none offers mud-the=clock hospitalhation. The 
521 CBSAR4 normally have one or mom auxiliary nurses who can provide 
primary care and a limited range of curative services and medications. At the 
community level, them are four different kinds of volunteer personnel. First is 
the Guardian de Salud, who offers o.d =hydration therapy, provides local 
support and followup for vaccinations, iden=es cases of respiratory infections, 
and go on. Another loud volunteer is the partera mpacitada, or trained midwife, 
who attends births. A thinl volunteer is the colabrator, who mainly takes 
samples and watches for malaria. Fourth is the Health Representative, who 
mainly works on motivating and organizing the community for water and 
saaitation inFrastructure activities. 

The Ministry routinely charges patients a nominal fee equivalent to US 
$.22 for each consultation. Medications am free. 



8-2 A.1.D. Technical Report No. 9 

A.I.D. Support 

Dim% A.I.D. suppor& to the Ministry of Health for family planning 
activities has inclcdcd the following projects: 

Title A.I.D. Support 
WS $1 

1965-1976 Matarnal and Child 3,774,000 
HealtWFamily 
Planning Project (522-0065) 

1976-1981 Integrated Ruxal Health/ 1,464,OOO* 
Family Planning Project 
(522.01 39) 

1981-1988 Health Sector I Project 34,750,000 
(522-0153) 

1988-1995 Health Sector II Project 57,253,200 
(522-02 16) 

'Family planning component not filly implemented. 

A.1.D.-supported family planning activities with the Ministry of Health 
have tried three fairly distinct appmhes. The initial Maternal and Child 
Hdth/Pamily Planning project (522-0065) fmm 1965 to 1976 was largely 
vertical and managed by A.I.D. The 1976-1981 Integrated R u d  HdWamily 
Planniug project (522-0139) was highly integrated, with family planning almost 
a negligible component. The 1981-1988 Health Sector I ptnject (522-0153) and 
its follow-con, the c u m t  1988-1995 Hdth  Sector 11 project (522-0216) have 
used a matrix & i  wherein specific activities (subcomponents) am targeted for 
focused attention, but a large management and planning function integrates the 
subcomponents within the Ministry stmctu~e. Activities related to family planning 
axe included among the subcomponents. 

Maternal and Child Health/lE'amily Plandng PPoject 
(5220865), 1%5-1976 

The goal of the 1965-1976 Maternal Child HdthlPamily Planning project . 
(522-0065) was to reduce the number of births in Honduras by 50,000 by 1974, 
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reducing the birth rate from 4211000 to 3611000 and reducing the population 
growth rate from 3.6 percent to 2.9 p e m t .  The A.I.D. contribution to the 
project was $3.774 million. 

Under this project, a separate family planning unit was set up in the 
Minisbry of Health and 34 sepamte family planning clinics were created and 
staffed within the regular Ministry clinics, At that time, A.I.D. felt that a 
vertical and sepamte pmject structure was necessary to avoid bureaucratic 
entanglements, to assum propar control of funds, and to achieve strong results. 

The commitment of the Ministry of Health to the project was half-hearted, 
at best. The project was seen essentially as A.I.D.9 project, not the Ministry's. 
The project's verticality and separateness plus the inequities between it and other 
less well funded Ministry programs caused some resentment and criticism within 
the Ministry. The Catholic Church attacked it. Some within the university and 
medical school considered it imperialistic. 

As the project progxwsed, the notion of integrating the project into the 
regular Ministry structure was widely discussed. Finally an m m e n t  was 
mched whereby the Minisbry would gradually assume all costs for the project 
from its regular budget. Fonnal integration was accomplished by 1975. 
However, only half of the family planning personnel were ultimately integrated 
and the effect of this integration was to essentially dismantle the pmject and 
m y  reduce family planniing activities, while reallocating murces to other 
m a t e d  and child health priorities. Those personnel integrated into the Ministry 
no longer worked on family planning activities. Indeed, following this integration 
the= effectively was no Ministry family planningpmgmm (although some service 
delivery did continue) until the 1980s. 

The pmject extended over a 10-year period and at its conclusion had only 
38,000 users enrolled, Them is no evidence that the project had any significant 
impact on population growth. 

Despite the Govenunent's lack of support for the A.I.D. initiative, there 
are signs that the official attitude toward family planniag during this period was 
not uniformly hostile. In k t ,  for the fm time, the Government included a 
discussion of population in its 1974-1.978 National Development Plan. The Plan 
stated that the Government intended to "achieve a demogiaphic si-tion in 
accordance with the economic development needs and the resources available to 
the society." 
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Integrated Rural Health/Family Planning Wect 

The 1976-1981 Intepted Rural HealthlFamily Planning project was 
designed specifically to support integration of family planning and public health 
aervicas by providing the 1Wstry with (1) an improved institutional capacity to 
train the large numbm of paramedical employeus requid to staff the 500 mral 
health canters, and (2) coatmqtive ~upplies required by the family planning 
element of the program. 

As originally developed, the 1976-1981 Integrated Rural HealthlFamily 
Planning project was to be a $6.91 8 million project with A.I.D. providing $1.434 
million in bilateral fum and $1.593 million in mtd A.I.D. contraceptive funds 
for a total A.I.D. mtrlbution of $3.027 million. The Oovernment was to pmvide 
an additional $3.171 million in countexpar& funding. The Pan Amricm Health 
organization was to provide $20,000 and WPPl$500,000. 

The project goal was "reduced population pressurn on development 
strategies and programs in and for Honduras." The project purpose was "to 
increase the Honduran institutionall capacity to provib effeCr,ve means of fertility 
control and matemal/child and other basic health 8cwiccs, especially in mral 
areas. " The Project Paper pretented family planning as a major component of the 
basic health services package that the Ministry intended to make available. The 
number of women of fertile age practicing family planning was expected to 
increase from approximately 8 p e m t  in 1975 (given as the rate attained under 
the prior vertical 1965-1976 M a t e d  and Child HealWFarnily Planning project) 
to 23 percent by 1980. To do this, the Ministry would need the institutional 
capacity to serve a total of 134,000 women. By 1980 there were to be 136,000 
births averted along with dec& infant and m a t e d  mortality. The project's 
logical framework included multiple, objectively vef l~ble  indicators related to 
family planning: 500 CBSARs pmviding services, 150 acceptors per CBSAR, 1.6 
million home visits for family planning, and so on. 

Reportedly A.I.D. was forced by end-of-fd-year obligation pressum 
to push this: project quickly through A.I.D. and Ministry of Health review and 
approval pmcesses. After the project was approved, the Ministry refused to 
implement the family planning components. This refusal is generally attributed 
to retentment carried over from the pmvious vertical project. As actually 
implemented, the Integmted R u d  Realth/Family Planning project created three 
permanent training aites and supported the general trainiag of auxilhy nurses, 



midwives, and gtuamYuns. This training capability, which still exists and is still 
functioning, ha8 probably bean one of A.1.D.s most succassfbl health sector 
undertakings in F:mduras. However, the lemonth training course for auxiliary 
nurses that was developad spends only 4 of its 1,600 hours of instruction on 
family planning, 

As seen ahwe, A.I.D.'s influence in tho health 8aWr and, in particular, 
in the family planning am had bearm reduced by the problems 9f the 1970s. In 
the late 19705, A.I.D. again began to play a larger role in designinp programs for 
the health sector. A $475,000 Health Sector Planning gnurt (522-0148) was used 
in part to fund some special studies and a detailed Sector Assessment. A.I.D. 
used this Sector Assessment pmcas to involve Honduran health officials in a 
st~ctured examinstion of their own institutions and programs and to delineate and 
develop priority axms of mutual intarest. Reportadly, after years of tension and 
communication difficulties betwean the Ministry of Health and A.I.D., a mewed 
atmosphe~ of cooperation and mutual respect was cmted and serious policy 
dialog began. The Government commitment to extending service coverage to 
rural and marginal urban ams was renewed. Seventeen amas of need, an 
amalgam of discrete programs and system supprt functions, were identified and 
later used as the subcomponents of the 1981-1988 Health Sector I project (522- 
0153). Overall, it was agreed that the principal focus of the project would be 
improvement of the mmgement, planning, and logistical systems needed to 
openrte a primary health care program. 

A number of decisions were consided at the time to be particularly 
notewwthy. Foremost was the Ministry's decision to suspend further hospital 
construction in order to dedicate more m u m s  to primary health care. Second 
was the decision of the Minister that family planning services should be 
stmgthcned as a health measure to protect maternal and child health and that 
support for family pladng should be included in the Health Sector I project. 

As originally developed, the Health Sector I project was to be a 4-year 
$32.452 million project with A.I.D. providing $15.391 million ($4.426 million 
grant funding and $10.965 loan) and with the Government of Honduras providing 
a counte~part contribubn equivalent to $17.061 million, The project had 17 
different components, mainly child survival activities and support for Ministry 
institutional stmngtbening. The Project Paper g e n d y  skirted the subject of 
family planning. It did state that the complications of pregnancy were a major 
cause of mortality and morbidity and it acknowledged that Honduras was believed 
to have an extraordinarily high population growth rate (3.59 percent) and total 
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fertility ram (7.0 overall; 8.7 rural, 5.3 urban). It also noted that bIr,As in 
Hondum tended to be closely spaced, with both mothers and childmn auffaning 
as a result. The words "family planning" warn almost always in pamnthesas and 
the one aubcompnrent M g  with family planning is called, "Maternal child 
cam (family planning). " 

In discussing the maternal child cam (family planning) subcomponent, the 
Health Sactor I Project Plrper indicated that the Ministry's integrated m a t e d  md 
child health services had deemphasized family planniag and &erred to lack of 
support within the Government and among nongovernmental leaders. It is noted 
that "the request of the MOH for A.I.D. assistance in this am repmmts an 
opportunity to strwrgthen the MCH program and inject some vigor into the family 
planning aspects of the pmgsam." This was to be done -ugh trainiag, 
leadership support, mass media technical assistance, and the provision of 
equipment. 

Of the 17 subcomponents, m a t e d  cbild cam (family planning) was to 
receive $1.367 million, about 9 parwnt of A.I.D.'s total contribution to the 
project. The countexpart contribution to this component was to be the equivalent 
of $301,500, about 2 percent of the total CJovernment counteqmt contribution. 
Approximately $600,000 of the A.I.D. contribution appears to have been for 
contraceptives. Family planning was also mentioned as a topic for the hd th  
education messages to be developed under Subcomponent 13: "Mass ma* for 
village health worices~, * 

The Pmject Agreement was signed on July on 31, 1980. For mliltiple 
misons, there was marly a 2 year delay before the implementation of Health 
Sector I began. The day after the h&hy  Signed Health Sector I, a new 
Minister of Health took office and all top level management changed within 6 
months. Within 2 months, the A.I.D. team involved in project development had 
all been transferred, The major factor in the delay, however, was A.P.D.'s time 
consuming pxucuments of a major technical assistance institutional contxact. 

Mom than 3 years later, in September 1983, the fvst external evaluation 
of project activities found there had been virtually no activity during the fvst 3 
years of the Health Sector I project on the M a t e d  child m e  (family planning) 
subcomponent. However, there was reason for some new optimism at that time 
about the futum of the subcomponent, because it was undergoing a 
nepmgranamiog with active support fmm the Ministry's Director General to 
incorporate a new reproductive Pisk approach to family planning, which the 



Ministry found politicaUy and progmmmatically appealing. The new focus 
justlllaa the use of family planning methods only to duce high-risk births, not 
to d u c e  population mwth, This rationale is attractive for countries like 
Honduras where family plannin8 is a highly politiclzed and culturally sensitive 
issue. 

During this period, them was some progress on the policy front. The 
1981 Contraceptive Pllevalence Survey had xwealed a sizeable unmet demand for 
services. In November 1983, Ministerial Resolution Number 202-83 was 
published, calling for a national family planning program integrated into the 
MatarnaYChild Health Division of the Ministry of Health, Family planning and 
breastfeeding norms wem developed and published in 1984. 

In 1985, the Health Sector I project was amended, modifying a number 
of components, but not changing the overall approach. Project support under the 
amendment for the Ministry's strategy of expanding family planning service 
delivery using a reproductive risk focus included the following: 

Technical assistance (continuation of the long term advisor, operations 
-) 

Training for 80 physicians in voluntary femde sterilization, 34 nurses 
in IUD insertion, an additional 320 physicians and nurscs in temporary 
methods, 500 auxiliary nurses in barrier methods and pills, 10,000 
midwives in the identification and referral of high-risk women, plus 
55 othen in family planning program administration 

Equipment (laparoscopes, lapamtomy kits, cytology supplies, 
contraceptives) 

Personnel (family planning program dhctor and two staff in Health 
Education Division to work on mass media campaigns promoting 
family planning in the context of responsible parenthood and high 
risk). 

Additionally, the project worked to improve contraceptive supply problems 
through its logistics subcomponent, and a management information component 
began to address problems of statistics and administrative information in support 
of Ministry reproductive risk services. 
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With time extensions and the obligation of additional gmnt and loan 
finding, Haalth Sactor I ultimately became an 8% year project with A.I.D. 
providing $34.75 U o n  ($19.098 million grant and $15.652 million loan). The 
Health Sactor I ProJect Close Out Report noted that the total fertility rate had 
droppad from 7.5 in 1972 to 5.6 in 1988 and that the population gtowth rate had 
b raducad to under 3 prwnt per year. It also noted a dacmase in the infant 
mortality mte from an estimated 1 l7/l,OOO in 1978 to an estimated 6O/l,OOO in 
1988, a duction far in excass of the tqatad 75/1,000 in 1990 callad for in the 
original RpjW Papor. 

Spacifcally in the a ~ b g  of family planning and maternal and chlld health, 
the following accomplishments were identified: 

Incmm in contraceptive use f m  27 percent to 35 p e m t  of women 
in the rapductive age group 

Offtcial appwai or' a Wernment of Honduras population pmgram 

Significant improvement in training of persome1 in the uw of family 
planning methods and in making family planning commodities 
available at the health centers (in 1988,95 percent of the centers had 
oral contraceptives available and 75 p e m t  had condoms) 

Legakation of voluntary surgical sterilization norms 

Training of over 5,000 parrelyls in improved birthing techniques and 
in the mdimeats of family planning 

Increased use of mass media to support family planning activities 

Cmtion of a new family planning unit in the M a t e d  and Child 
Health Division 

Cmtion of a new b ~ t f ~ g  pmgnun with personnel at central and 
regional level. 

Pmjecr accomplishments in management and planning wem the successful 
cornpietion of two maternal and child healthlfamily planning national surveys. 
Of the 360 months of technicat assistance pmvided, only 6 months qxmed to 
bave been &vQted to family planning. The fiaranl project evaluation noted that the 
lack of conrntceptives at the CBSAR level seriously affected the achievement of 
the family planning objectives. As late as 1986, oral contraceptives wexe 
unavailable in 60 p e m t  of CBSARs and CHSAMOs. 
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The H d t h  Sactor I Projsct Paper Amendment had called for the number 
of active Ministry of Health family planning uran to increase from 23,000 to 
60,006 by 1987. However, at the time of the final evaluation, the number of 
users was eathated at only 18,000, The evaluation comments, "this goal will not 
ba achieved because starting levels warn much lower than originally thought and 
tafgets too high." 

Other planned h i l y  planning outputs were assessed in the closeout 
rapoxt. The objective of defining, approving, and officlatizing program norms 
by the Qovernmant was fully accomplished. The objective of training 90 percent 
of ~~uxiliary nuraes In program norms was newly reachad-80 p m n t  of nurses 
wfm trained. It had beon planned that 80 p e m t  of CBSARs should report no 
contraceptive stockouts in the pmvious 3 months; in fact, 46 percent repolted no 
stockouts. The objectlva that 90 p m t  of women of fertile age would know one 
method of family planning was exceeded by 3 percent. The objective of training 
70 percent of midwives in family planning was not achieved; no midwives were 
trained under the project. 

Health Sector I '  Rqject (5224216), 1988-1995 

In designing a project to follow Health Sector I, it was decided to 
combine, for the first time, public sector child survival activities, public sector 
water tlnd sanitation activities, and private voluntary orgwization (PVO) activities 
into a single project aimed at reducing infant mortality. 

Consistent with the Government's prefemce for a reproductive risk 
emphasis, family planning is presented as a health, not demographic, intervention. 
Planned life-of-pmject funding is $83.27 million over a 7-year period, with 
A.I.D. contributing $57.253 million in grant funds and the Government of 
Honduras providing the equivalent of $26.016 million in countexpar& funds. A 
signifcant portion of the A.I.D. contribution is for technical assistaxtce. W h e m  
Health Sector I focused on management improvements at the central level, Health 
Sector I1 is designed to focus on the sustainable implementation of system 
improvements at the regional and subregional levels. The Health Sector II project 
was also designed to be fully consistent with the cumnt Govement of Honduras 
health sector policy. In March 1986, the Government issued a new national health 
policy, which gave top priority to exteading primary health care services to the 
mral population and to those groups at highest health risk. 

The birth-spacing subcomponent is designed to support an integrated 
p m p m  of maternal cam, including the prenatal and postnatal periods. Attention 
is to be focused an womm at high reproductive risk (women under 18, or over 



B-I0 A. I.D. Technical Report No. 9 

35, or with childmn under 18 months, or with four or more children). 
Contraceptives are to be pmvided and the logistic system impmved. Considerable 
delivery room equipment and cytology lab supplies. The A.I.D. Project Paper 
includes the following objectively verifible indicators for the birth-spacing 
subcomponent of the pmject: 

Decmw in the percentage of births with intervals less than 2 years 
fiom 30 percent to 15 percent 

Increase in contraceptive use prevaience nationwide from 35 percent 
1984 to 45 percent in 1990 and to 50 percent in 1993 

Ninty percent of pregnant women detected in the high risk group am 
attended to by the health system (40 percent in 1986) 

Ninty percent of CESARS will be distributing temporary contraceptive 
methods (40 percent in 1986) 

Sixty percent of the voluntary perso~el (midwives and guardians) 
will be distributiug oral contraceptives and condoms (none pmently) 

Fifty percent of women of fertile age are aware of the health risks of 
short intervals (under two years) between p~egnancies 

The A.I.D. contribution to the project's birth- spacing subcomponent is 
$3, million, &bout 5 percent of A.I.D.'s total contribution to the Health Sector II 
project. The equivalent of $2S,OOO, or O.CO1 percent of the total, is the planned 
Government counterpart contribution. Appmximately $1.35 million, or 45 
p e m t  of the A.I.D. contribution to the birth-spacing subcomponent is for 
conmceptives, and $960,000, or 32 percent of A.1.D.b contribution to the birth- 
spacing subcomponent, is for technical assistance. 

The Health Sector II agreement with the Minisby of Health was signed in 
June 1988. Meanwhile, A.I.D. had commissioned a five-person team to conduct ' 

a 35 day evaluation of the Ministry's Women's Health Wrc Program with special 
emphasis on its family planning component, The team was in country in May, 
June, and July of 1988. The report found almost nothing positive to say about 
Ministry of Health family planning and reproductive health services. The 
problems we= described as follows: 
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Shudud. Problems including a lack of institutionalization of thc 
program; scarcity of human resources at the central and ~gionai levels 
of the program, confused and contradictory goals and objectives, 
nearly inflexible regulations governing family planning services and 
methdi (surgical, IUD, pills), no manual describing the functions and 
responsibilities of each level of the system, deficiencies in the 
managanent and operation of the program, little internal and e x t e d  
program coordination, and very low motivation among hospital 
personnel. 

Servims. Hospitals do not provids reversible methods of 
contraception and do not adequately meet the demamd for surgical 
contraception. Men are excluded from the program. There is low 
supply and demand for family planning at all levels 

Supervision. Deficient supervision existed at all levels of the program 

Irtrrining. Them wem deficiencies in personnel training at all levels 
of the program 

@F&C). Deficiencies existed in educational materials and there war; 
no community outreach 

Logistics. The entin, logistics system contained deficiencies 

Rvgrrunming and evalrrdion. Them were poor programming 
procedures and deficiencies in the collection and use of data. 

The evaluation sade a long list of recommendations to strengthen the 
program and also recommended technical assistance on a continuing and timely 
basis. 

The findings and mmmendations of this A.I.D. evaluation were angrily 
rejected by the Ministry. The recommendation that a Department of Family 
Planning be created was viewed as an attempt by A.I.D. to once again create (and 
possibly control) a vextical family planning program. 

Three years into the Health Sector II project, in 1991, a mid-tenn 
evaluation of the project was conducted. This evaluation concluded that the 
priorities and strategies of Health Sector 11 were still valid and appropriate. The 
team found many of the subcomponents keeping pace with or surpassing planned 
targets. However, it was noted that only 17 percent of the allocated funds for 
women's health am had been expended through Junc 1991 and many discrete 



B-12 A. I.D. Technical Report No. 9 

~cvit ies  were considerably behind schedule. On the positive side, a recently 
published mdy of repductive and maternal mortality appeared to be providing 
strong incentives for action, causing a mewed commitment to the repmductive 
risk approach. A health education and communications plan was being 
developed, The norms were to be revised and updated. A plan to incorporate 
!he hospitats mom effectively into the delivery of family planning services had 
been formulated. The commodities and logistics system had been considerably 
strengthened. 

Nonetheless, the availab'ity of services continued to he quite limited. 
Condoms and vaginal tablets were available fmm some guardians and midwives. 
These methods, as well as pill refills, were genemlly available at the CBSARs. 
IUD services at the CESAMO level were extremely limited. Male and female 
voluntary sterilization services were essentially not available directly from the 
Minishy of Health. Considerable iigional variation was noted. 

In June 1992, a possible breakthnough for the slow-moving Ministry 
program was the design, approval, and initiation of a public information and 
advertising strategy. After 2 years of delays and indifference, the Mioistry f d y  
accepted a detailed technical plan developed by A.I.D. 's technical assistance 
advisors for a national mass media campaign designed to promote the use of 
family planning services to reduce high risk pregnancies. The campaign will 
include ~ddio spot9 with music and brief dramatic exchanges about risk factors, 
posters, a photonovel, and ttaining materials for nurses. Since this activity has 
been delayed qeatedly, a large mervoir of unspent grant funds are available to 
flnance it. It is planned that this campaign will begin in mid-1992 and will be 
considerably more intensive than anything that the Government has done in the 
past* 

The Honduran Social Security Institute WSS) :is the other major public 
sector institution working in the health sector in Honduras. MSS activities in the 
farmily planninglmproductive risk area were not evaluated directly by the CDIE 
assessment team because they operate on a small scale and m i v e  minimal 
A.I.D. support. Nevertheless, they will be summatized briefly he* because they 
add another dimension-family planning services delivered through ihe 
workplace-and because they demonstrate the feasibility of more aggressive and 
effective public sector semices. 
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The MSS reproductive risWfamily planning program began in 1982 with 
some small operations research activities done by AVSC, supported by central 
A.I.D. population funds. IHSS began with a Pan American Health Orgaahtion 
case management protocol for perinatal attention for women who are not 
pregnant. The IHSS inuovation at that time was to add educational videos and 
pamphlets for women to the Pan American Health organization system. 

Beginning in 1987, the MSS hospital in San Pedro Sula was the site of 
additional innovative activities. The Preventive Medicine Department there 
operates an experimental ou-ch service which works diFectly in plant with 80 
diffemt companies in the San Pedm Sula area. With the help of the plant owner 
or manager, IHSS medical staff people get the employees together for educational 
sessions, then provide contraceptives and related reproductive health services. 

Initially, it was difficult getting this program into motion. Many MSS 
physicians were opposed, as were some plant managers. Now, after 5 years of 
experimentation and refmement, the program is catching on. Most of the MSS 
doctors have gotten over their ideological worries and institutional turf concerns 
because they see that a functioning reproductive risk program reduces the number 
of birth complications they have to deal with. MSS reports that an internal study 
has shown that a normal birth costs MSS about $78, while a birth with 
complications costs an average of $192. With f a y  planning and reproductive 
risk services, MSS has estimated that birth complications can be cut in half. 

Nationally, MSS is training all its staff in reproductive risk interventions 
and providing A.1.D.-supplied contraceptives. However the IHSS is on the verge 
of bankruptcy and collapse, and the demonstration of theoretical savings to MSS 
management has not translated into sufficient resources to run a national 
repmiuctive risk pmgram for its membership through its health facilities 
nationwide. Frustrated staff talk of trying to shift the program to. a PVO, 
providing an MSS subsidy. 

IHSS covers only about 6 percent of the Honduran population, 26 percent 
of the population in San Pedro Sula. It will have to expand its membership if it 
is ever to be financially viable. There is pnsently a bill before the National 
Congress that would essentially privatize the MSS. In the reproductive risk area, 
it finds itself in competition for extremely scarce resources and for clients with 
ASHONPLAPA and the Ministry of Health. 

For the reproductive risk activity in MSS, AID is providing all the 
contraceptives and some training, including observation trips to Mexico for MSS 
officials to see the successful Mexican Social Security program. 



FAMILY PLANNING SERVICE QUALITY: 
STRATEGY AND ORGANIZATION 

&on 8 examined family plPMiag quality in Hondums using the six 
elements of quality of cam identifed by Judith Bruce of the Population Council. 
Although quality was not pefiect in ASHONPLAFA, it was considerably better 
in ASHONPLAFA than it was in the Ministry of Health. This appendix attempts 
to identify some of the institutional 'basis for the diffemces that were observed 
in quality. The analytical tool for the institutional analysis comes from the 
Service Quality litemre, a branch of total quality management. The analysis 
focuses on institutional elements-systems, culture, structure, employees, 
management, service design and physical environment. ' Policy, service delivery 
and quality for the client result from these institutional elements. Over the years, 
through Mission and central funds, A.I.D. has provided suppoxt to all of these 
elements in both the Ministry and ASHONPLAFA. 

Service quality management, as other branches of Total Quality 
Management, is built upon several premises: 

Quality is the mult of institutional commitment to quality: quality in 
management and quality for its customers. 

Organhtions have customers at three levels, and quality is essential 
at all thnx levels: 

- Internal customers are the employees. In this analysis, they are the 
employees of the MOH and ASHONPLAFA. 

- Intermediate customers are collaborators, suppliers and 
distributors. In this analysis, the most important intermediate 
customers for the MOH and ASHONPLAFA are A.I.D. and 
A.I.D. contractors. 

- End customers are the final recipients of service- family planning 
clients. 

'Alan Dale and Stuart Wooler, "Strategy and Organization for Service" in Service 
Quality, Multidisdpliluuy and Mdtinational Perspectives, editors Brown, 
Gummesson, Edvardsson and Gustavsson, Lexington Books, LRxington MA, 1991. 
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An institution is a sy.stem composed of inter-related and inter- 
dependent parts. AU are vitally impoitant-systems, culture, stnrcture, 
employees, management, service design and physical environment. 

D e w  the Institutional Elements of Service Quality 

These are the procedum, forms, hardware and softwaxe of the 
' organization. They axe analyzed in terms of being service enhancing and 
"customer friendly" to employees (internal customers), donors (intermediate 
customers) and clients (end customers). Two systems uniquely important in family 
plamning, logistics and service statistics, axe chosen for analysis. 

These are the collective values, beliefs, norms, symbols, etc., that apply 
to dl staff. They include symbols, ethos ( shad  values and beliefs), codes and 
standards, both written and unwritten. Culture particularly influences 
interpersonal relations with clients and the organizational commitment to giving 
full information to clients. 

This is the organizational structure and the extent to which it promotes 
quality. It includes: 

Corpomte responsibility: that service quality is accepted as a coprate 
(institutional) responsibility by the top management. 

Authority Md respondbility: Staff have the authority to give good 
service and axe held accountable for it. 

Niunbem employed: Must be sufficient for good service. 

Rewwds: There are appropriate incentives for and reinforcement of 
high quality service. 

Employees: Staff involved in giving service. Indicators include: 

- InwIvement: Staff motivation and commitment to highquality 
family planning service. 
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- Chamcten'sdcs: Staff have the individual characteristics which are 
appropriate for service giving. This factor is particularly impottant 
for interpersonal relations and for positive communication and 
infomation giving. 

- Skilled Technical competence. 

Management: Those who lead, plan, organize, and evaluate 
institutional performance. Indicators of quality are: 

- Leadership: Managers envision, initiate, direct and emphasize 
service. 

- k g e  strategy: Management's strategy for b ~ g i n g  about a 
service orientation and improved quality. 

- Top involved: Chief executive is involved and outspoken about 
service. . 

Aligned purposes: The mission, values, strategies, plans and actions . 
are all in line and focused on sentice. 

Service design: This is the way family planning services are delivered 
and adjusted to meet client need. Service design includes choice of 
methods, mechanisms for continuity and the constellation of services. 

Customer onenzed: The design is focused on meeting client needs. 

Pe@onnance feedback: There are mechanisms for getting feedback on 
service from clients and staff. 

Adaptabiilty: The organization responds to such feedback by taking 
appropriate action. 

Physical envimnmertt: The Mastructure, layout, physical conditions 
that have an effect on quality. Indicators m: 

Cbtomer @end&: The physical environment is convenient and 
welcoming to the client. 

Employee effectiveness: The physical environment, including 
equipment, helps and enables staff to give good sewice. 
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@ Ciistomer image: The physical environment communicates a service 
image to the family planning client. 

Analysis of ASHOIUPLWA= Strategy and 
Organization for Service Quality 

ASHONPLAFA is an IPPF and has steadily impmved its systems 
over the years with IPPFVWHR assistance and technology. The logistic system 
functions effectively for staff, donon, and clients. Colptraceptives are where they 
need to be, when they need to be, and in good condition? 

Service statistics are based upon standard family planning indicators. Staff 
understand and a g n  upon the indicators; forms and formats are used comctly. 
A.I.D. can use the statistics to compare performance acmss time and with other 
regions. Clients benefit from the mechanisms for follow-up built into careful 
patient mrds and service statistics. 

C u b e  

The culture of ASHONPLAFA has at least three roots. The f a  and 
perhaps most important is IPPFlWMR IPPF/WHR is family planning - 
with a history and a network of relationships thFoughout Lath America in 

particular, and more loosely, around the world. The values and beliefs pmlaim 
that family planning is important to individual and family well-being, to national 
development, and to sustainable global development. ASHONPLAFA values, 
technical standards and pmtocoIs are derived from IPPF roots. 

Secondly, MHONPLAPA is a Honduran organization. It is politid and 
noncoubntational. In the hostile social environment sumunding family planning, 
it steadily provided family planning services as broadly as possible and tried to 
minimize hostile feedback; its IE&C has been weak and not aggressive. Honduran 

aThe logistic system was not always so effective. A 1984 audit report was critical 
of ASHONPLAPA's not addressing known stock-out problems in a timely ways 
and for unfarowiogly distYibuting contraceptives whose shelf life had expired. 



planning methods, side affects, and counter-indi~ations.~ The culture of 
ASHONPLAFA is also centralized and authoritarian-led by its original physician 
founder for the last 25 years. Change has not come easily. 

Until m t l y  ASHONPLAFA was a centralized structmxe with financial, 
program, and perso~el authority all residing in the Executive Director. Change 
is in pmcess; limited authority has been delegated to the six regional centers; 
more delegation is planned. ASHONPLAFA is well staffed, perhaps even 
overstaffed. It gxew from 67 employees in 1978 to nearly 150 employees in 1992. 
The &rzcutive Director speaks of downsizing the organizatim to make it more 
cost effective. 

Employees appear motivated and technically competent. The 1992 Private 
Sector Population Project Evaluation concluded that with the exception of some 
areas of the organization where tPaining was needed (MIS particularly), the staff 
were trained and competent. 

Management 

The Executive Director stands for family planning service. In response to 
a public attack on him by the Catholic Church and timats of excommunication 
and hell for his family planning work, he stated to the newspaper that his 
conscience was clear. The purposes of ASHONPLAFA have been aligned-the 
mission was to provide quality family planning services to as many persons as 
possible. Over the years ASHONPLAFA's mission expanded fmm serving the 
easily served middle class in two cities to national coverage including the harder- 
to-mch rural poor. The base was A.I.D. funding. However, in the last several 
years, ASHONPLAPA has been less institutionally sure. It fmds itself in conflict 
between service expansion and sustainability. Pushed by A.I.D. to increase its 
level of self-fmcing (cumntly 26 percent of funds m locally generated), it is 
attempting both cost controa and cost nxovery. As a cost control measure, it , 

unwisely curtailed several activities, including staff training programs, which 
would have improved organizational functioning. It has instituted fees for services 
to at least partially recover costs; rural and very poor clients may find these fim 

3See Box 9 in text. 
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too high4. Both measures impact upon quality. ASHONPLAFA states that it is 
unsure how to m l v e  the service expansion and sustainability dilemma. 
Certainly, sustainability is essential and ASHONPLAFA would be very unwise 
to rely on A.I.D. and IPPF funding indefinitely. However, self-fmancing is only 
one part of the sustainability which A.I.D. seeks. Also important is continued 
ability to fulfill institutional mission, ASHONPLAFA, A.I.D., and IPPP must 
jointly search for balance so that ASHONPLAFA sustains its mission while 
growing inmasingly financially self-relimt. 

Service Design 

ASHONPLAFA provides services &ugh clinic, CBD, and social 
marketing pmgnuns to meet the family planning needs of men and women at 
different stages of their reproductive life, in 5Fu;da and aural locations. The choice 
of methods includes orals, condoms, hLWr)s, and male and female VSC. 
Mechanisms for continuity and follow-up are built into the design. But to some 
extent, the program is rigid and employee rather than client directed. Clinic 
services arr: scheduled in the morning for the convenience of physicians, most of 
whom work at ASHONPLAFA in the morning and attend their private clinics in 
the afternoon. There are no evening or Saturday appointments except for the Male 
VSC clinics in two centers which are open for that service only, on Saturday 
mornings. ASHONPLAFA evaluations have noted its mistance to change and 
reluctance to decentralize authority. 

Physical &vimnment 

The infrastructure, layout and equipment of ASHONPLAFA are good, 
pleasant and support quality service delivery. The location of clinics--and of CBD 
distributors-is convenient, well publicized, and client friendly. The physical 
environment also supports employee eff&hmess-clinics are well and 
appropriately equipped. In contrast to MOH facilities w h e ~  physicians insert 
IUDs by the light of a flashlight held under their ampit, ASHONPLAFA clinics 
are fully and modernly equipped, 

'ASHONPLAFA fees are 3-4 times higher than the MOH's for oral 
contraceptives and f b  times higher for VSC. In turn, service quality is higher. 
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Analysis of Midstry of Health: Strategy and 
Organization for Service Quality 

Family planning services are one component of the MOH Reproductive 
Risk Approach aimed at ducing maternal mortality. The Appmch, in turn, is 
one component of the ink-, large, and complex Health Sector II Project 
whose stated goal is "to contribute to the impmvement of the health of Honduran 
people, particularly under the age of five years and pregnant and lactating 
women." The stated p m s  is to 'support, staengthen and continue the p m s s  
of extension of coverage of efficient, sustainable and effective ~Pimary health care 
services and mral water and sanitation services with an emphasis on child 
survival services." The Health Sector II Project has had responsibility for 
developing the technology and systems for everything from ORS to vector control 
to family planning; in the last year it has also had to face pmvention and 
treatment of cholera. In the project design, family planning was a minor project 
component of Health Sector H; accordingly, the design of systems, procedures, 
forms and fonnats to support it has not been a priority. There has, however, been 
slow progress since the highly critical evaluation of MOH family planning in 
1988. 

The logistic system is working effectively: it is mlatively user friendly and 
service enhancing. Contraceptive supplies are now included in the MOH's 
reporting and requisition forms. Staff know how to use the system; staff 
interviewed by the team appeared comfortable with it and their capacity to 
manage it. The system is delivering contraceptives to the field; commodities are 
continuously in stock 95 percent of the time in CESARs and CESAMOs. In even 
small villages, orals and condoms are available at free or token cost. The 
implementation of a good service statistics system continues to be problematic; 
the system is not, as yet, either user friendly or service enhancing for staff, 
donors, or clients. New forms with data on number of visits, methods and 
services (new or control) pass information from the village level to Tegucigalpa. 
Staff understanding and use of the fonns is inconsistent; staff in large urban 
CESAMOs appear to use them mmxtly; staff in some rural CESAMOs did not 
understand the forms; some did not appear to be using them. Donors, including 
the CDIE team, found the service statistics diffcult to understsurd because the 
MOH is not using standard family planning indicators. The benefit to clients is 
unclear; to date, the statistics are not being used as internal mechanisms for 
contml or follow-up. 
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Unlike ASHOIWLAFA where them is a homogeneous corpontte cult~re 
on family planning, them has been profound disagreement on the value of family 
phoning in the MOH, While consensus on family planning is building, there are 
reportedly three views on family planning within the MOH, mging fmm f m  
support to opposition. One counter-family planning culture holds that family 
planniog i s  an imperialistic anti-Honduran tool. Technical standards and 
protocols, which would be both a symbol and a support to quality service 
delivery, have needed revision for a number of years. Such mvision, 
recommended by the 1988 evaluation, is planned but not begun. An IB&C 
pmgram, which would be a public expression of MOH support for family 
planning, was under design for several years and was f d y  appmved in May 
1992, four yean after Health Sector I1 began. The msult of high level MOH 
policy disagreement and decentralization of authority for pmgpam planning is 
inconsistent quality in the field; individual MOH managers provide famigy 
planning services accodhg to their personal convictions rather than on the basis 
of institutional values and norms. Some MOH facilities, directed by medical staff 
in favor of family planning, do the best they can to enable positive 
communication with clients, the provision of full information and quality 
procedum - even to the pint  of buying equipment for their clinics out of their 
own pockets. Other MOH facilities are passive or decline to offer sewices at all. 
This internal disagmement characterizes the MOH pmgram in Honduras but not 
public sector programs in general. The family planning pmgram in Mexico, a 
Latin American success model, has been led by the Mexican Social Security 
Institute; it has had the fm support of the Presidents of Mexico and the MOH. 
An Asian model is the program in Indonesia; the culture in the public sector 
supports family planning h m  the capital to the village leader. 

orgaaizatioaal culture is one of the most important indicators of quality 
and one of the slowest and hdest  areas in which to affect change. Change 
agents, whether a new Minister of Health or A.I.D. itself, can quite rapidly train 
staff, btiy equipment, and develop fonnats. Changing the organhtional culture, 
however, takes commitment and effort over years. Although such change has 
been slow in Honduras, it appears that the process is underway. The cumnt 
Minister of Health is a strong supporter of family planning and has indicated that 
he believes it is time for the MOH to be less timid. 

Two charactexistics of the MOH stnrctuxe, combined with policy 
dhgmment, are important for family planning: integraticn and decentralization. 
In themselves integration and decentmbtion am neutral or even positive 
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characteristics. Other primary health services, such as child survival, which hwe 
unanimous MOH support, have succeeded beautifully under the structure. 
Howeve?, in a decentraked structure, integrated services for which there is not 
institutional consensus, as there has not been for family planning in Honduras, 
may not fare well. Services can plateau, get buried, and/or lost. They have done 
so in Honduras and MOH staff have not bean held accountable for family 
planning performance as they have for child survival because there has not been 
f i  policy support for those services. 

The involvement, commitment, and technical competence of MOH staff 
varies but is becoming consistently of a higher caliber. In 1990-1991 81 
physicians and nurses we= ttaiaed in IUD procedures and management. Many 
staff interviewed by the CDIE team in rural and urban MOH facilities expressed 
and demonstrated their commitment to providing the best services possible. They 
do so againsr ~onsiderable odds. CESARs and CESAMOs are understaffed to give 
high quality family planning services. Providing full information on a variety of 
methods, client counseling, and a medical exam take time-more time than the 
average MOH 10 minute patient visit. In rural sites a single professional staff 
member may assume al l  functions while 50 women and children wait their turn. 

Management 

The Minister of Health is aclmowledged as a family p b n h g  supporter; 
so much so, reportedly, that his appointment to the position was challenged by 
the Catholic Church until an agmment was reached that he would not 
aggmsively push family planning during his texm in office. The Minister told the 
CDIE team that the family planning program to date had not been successful and 
that he was resolved to be more aggressive in moving it forward. The challenge 
for the Minister is twofold; the first is to mobilize support for family planning so 
that service provision is mutine and institutionalized and secondly, to promote 
improved quality for those services. 

Sendce Design 

Family planning services m designed to meet client needs within a 
comprehensive network of primary health care services and referrals. 

Voluntary health workers (VHW) and midwives m the first level, 
providing counseling, condoms, and referrals. They am able to 
provide pill resupplies to clients who previously have seen a physician. 
VHWs and midwives pmvide services in even the tiniest communities. 
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CESARs, staff'ed by a nurse, pmida counseling, condoms, msupply 
of pills and, in some CBSARs where the nurse has bean trained, 
IUDs. 

CESAMOs, M e d  w i h  physicians and nurses, pmvide all methods 
except VSC for which they provide referrals to dther a MOH hospital 
or to ASHONPLAFA. 

MOH Hospitals pmvide a complete range of methods, often in 
collaboration with ASHONPLAPA. Postpartum counseling includes 
a segment on family planning. 

The MOM service design includes locating MOH facilities at the clients' 
convenience - small villages, the inner city, and out in marginal settlements. One 
excellent urban CBSAMO the CDIE team visited was in the mi&t of a barrio 
bigh on the hillside outside Tegucigalpa. It was perfectly accessible to the barrio 
community; MOH staff rode buses and walked considerable distances to reach it 
each day. The medical director and most of his staff had worked there over five 
years; they were committed to the community and quality service delivery. In 
focus groups which the CDIB team conducted in Honduras, both MOH and 
ASHONPLAFA clients stated they liked the MOH constellation of services - and 
they like it better than the vertical pmgrams of ASHONPLAFA. As one woman 
explained, "You know, pregnancy, birth and family planning are all part of the 
same process in a woman's life." 

While services have been designed to serve clients, the physical 
environment in which they me offered is poor for both clients and staff. The 
principal problem for clients is the long wait in crowded rooms with insufficient 
benches for even a majority of the waiting people. Clients state they must arrive 
at the Ceater by 6 a.m. to be sure of getting service that day and that they wait 
2-5 hours for attention. The environment is also a handicap for staff attempting 
to give bigh quality services. Supplies and equipment are in short supply; 
sterilization capacity inadequate and even water in limited supply. In the 
CBSAMOs the team visited, many physicians trained for IUD services wem 
pmviding services in rooms with wooden platEorms, torn mattmses, and no 
h p s  for examining tables, with fhhlights instead of standing lamps. Proper 
and sufficient equipment would gmtly assist these CESAMOs to pmvide quality 
services. 



APPENDIX D 

NATIONAL PROGRAM EFFORT: THE 
LAPHAM-MAULDIN SCALE 

The  CDB evaluation team utilized the 30-item upham-~aulldia Family 
Planniag Program Bffort Scale (GM Scale) to arrive at conclusions on pmgram 
effort, defined as "the sum of the policies adopted and implemented; the activities 
carried out to provide family planning knowledge, supplies and services; the 
availability and accessibility of fertility regulation methods and the monitoring and 
evaluation of all of these."' The LM scale has four components: (1) policy and 
stagesetting activities; (2) service and servicerelated activities; (3) m r d  
keeping and evaluation; and (4) accessibility and availability of methods and 
services. The score range on each of the 30 items is zero to four with four 
indicating a strong policy, effort, or performance. The maximum total score 
which is possible is 120. Country scores are divided by 120 to give a percentage 
SCOE which is then classified as follows, 

Program Effort Classification Percentage Score 

Strong 
Moderate 
weak 
Verv weak or none at all 

67 and higher 
46-66 
2 1 -45 
0-20 

The principle lying behind the LM scale is that for a family planning 
program to be judged making strong efforts, it need not have a high score on 
every item. A strong progmm is one which scores well across the four 
components. 

lAccessib'ity and availability m defined in terms of ready and easy access, 
meaning that clients spaid no moR than an average of two hours per month to 
obtain contraceptive supplies and services and that the cost is not burdensome. 
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The 1982 and 1989 Application of the Scale In Honduras 

Program effofi ~II Honduras doubled from 1982 to 1983 acconBng to the 
LM scorn of 1982 and 1989. As Table 1 illustrates, the scores mom than 
doubled ovendl and rose signifcantly in each category. The Table figuxes in 
parentheses the maximum scorn possible for that compone~t. The most 
dramatic incmse in effort was in Record Keeping and EvaZuatlon. 

Given that the total possible GM sco* is 120, the 1982 Honduras score 
of 30.30 was 25 percent; the 1989 Hondum score of 75.42 was 63 percent. 
Accordiag to these scorn, Honduras rose from a weak country effort in 1982 to 
the high end of a moderately strong country effort 7 years later. As will be noted 
below, the 1992 CDE team did not believe the 1W2 effort was that stmng. 

Table 1. LM Program Effort by Component, 1982,1989 and lP92 

Program Effort Component 

Policy and stage-settiag activities (32) 7.70 14.67 13.40 

Service and servicexelated activities (52) 10.20 33.70 28.78 

Record keeping and evaluation (12) 1.80 9.80 8.00 

Availability and accessibility of fedity- 10.60 17.25 14.30 
control supplies and services (24) 

TOTAL SCORE 30.30 75.42 64.48 

Pmgram Bffort level (total score divided by 25 63 54 
120) 

There was major effort and p m p s  from 1982 to 1989 in policy and 
s&zge-setting activities. In November 1983 Ministerial Resolution No. 202-83 
was published calling for a national family planning program integrated in the 
Maternal and Child Health Division of the MOH. In 1984 family planning 
Standards and Regulations were drawn up including Resolution No. 141-84 which 
laid out regulations for Voluntary Surgical Contraception (VSC). The National 
Development Plan for 1987-1990 called for decreasing the rate of population 
growth by the provision of educational measures at the primary and secondary 
levels, by support to family planning programs of the Ministry of Health and the 
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Social Security Institute and by coordination with private sector organizations. 
The LM Scorn of 1982 and 1989 reflect the real ir~crease i~ effort: 7.70 in 1982 
and 14.67 in 1989. The CDIB team, however, believed the 1992 score was higher 
than wananted; see below for discussion. 

Fmm 1982 to 1989 there was a h  g m t  effort, principally on the part of 
ASHONPWA, in &mice Md ,Senice Related Activities; the score rose from 
10.20 to 33.70 during this period. In 1983 PISHONPLAFA began its social 
marketing program; the oral contraceptives Perla and Nonninest were introduced 
into the market the following year. The low-dose Norminest was introduced in 
1987. Thc: A.I.D. centrally funded project Social Marketing for Change 
(SOMARC) provided technical assistance. There was an expansion of the 
Community ]Based Distribution Program (ASHONPLAPA calls it Community. 
Services Program). A 1987 evaluation judged the program to be one of the more 
efEiciemt programs in the hemisphexe in tenns of family planning users per 
distributer and supmisor and in terms of cost per couple-years-of-protection. The 
number of distributors had inc- to 1,478 by 1989. 

. . The 1982 and 1989 scorn indicate major incmwd effort in the 
admlrustrative structure, training program, personnel carrying out assigned tasks, 
and logistics and transport. The scorn must have been based on 
ASHONPWA's effort and the proposed effort of the MOH. During this period, 
although there was some MOH effort, the f d y  planning pmgnun in the MOH 
essentially disappeated. 

The L M  Scorn show the greatest i n c w  in &Tort from 1982 to 1989 
in Record Keeping und Evalucrtion. 'They rose from 1.8 out of a potential score 
of 12 to 9.80 in 1989. During this period thext were three national health and 
demographic surveys which built upon a 1981 Contraceptive hvalence Survey. 
In 1983 a National Demographic Survey was conducted. In 1984 a M a t e d  and 
Child Healthlpamily Planning Survey was carried out by the MOH and 
ASHONPWA. In 1987 an Epidemiology and Family Health Survey, modeled 
after the 1984 Survey, was conducted. 

These surveys were conducted with good technical assistance and in ' 

c~llabomtion with a number of national and inbnnational demographic and health 
institutions, including the Honduras General Dhctorate for Statistics and Census, 
the Latin American Center for Demography (CELADE), Family Health 
Intedonal,  Management Sciences for Health, the MOH and ASHONPLAFA. 
The surveys were designed in part so their results could be used to evaluate and 
restructure the maternal child health and family planning programs carried out by 
the MOH, MSS and ASHONPLAFA as well ds to aid in the design of new 
projects. 
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1992 Use of the GM Scale by the CDIE Team 

After thm weeks of field study in Honduras, the five member CDIE team 
mked the Honduras family planning program effort using the LM scale. 
CDIE's use of the LM Scale was based only on a reading of LA4 litemturn and 
lacked the rigor of other published LM mults. Therefore, the CDIE scorn 
reported below am presented only for discussion purposes, and are not necessarily 
comparable to the two earlier published GM ratings of the Honduras program. 
CDlg's initial application of the GM scale was on the national effort as a whole. 
Having noted a major difference between the effort of the MOH ;ind 
ASHONPLAFA, the team then decided to rank the two efforts separately. In this 
second application, equal scorn were given both to both of the institutions for L 
M items 1-10 and item 30 which represent truly national characteristics that 
encompass both the MOH and ASHONPWA. The two institutions wern given 
separate, different ratiags on items 11-29. 

Ovemll conclusions concerning the four major components of the scale am 
the following: 

P o w  and stage setting activities: The 1992 judgement was that 
Honduras' effort in policy was, in L M  terminology, weak. The CDIE 
team gave the country iu 2.40 on policy on fertility reduction and Eamily 
paanning, noting that within the MOH there is disagreement on family 
planning policy and that last year an attempt to pass a Population Law 
f'ailed in the face of Catholic Church attacks and the unwillingness of 
MOH family planning supporters to come forward in its support. The 
team noted that although legally contraceptive advertising is allowed, there 
am social restrictions and prohibitions which effectively limit such 
advertising . 
Service and service-related activities: The CDIE team gave this area a 
total score of 28.78 versus 33.70 in the 1989 application. Here, mo8t 
particularly, the weak Mort of the MOH pulled the national score down. 
Individual scores were 15.14 for the MOH and 37.13 for ASHONPLAFA. 

' 

The two am therefore discussed separately. 

The MOH has a weak CBD program, no social marketing, and has had 
no family planning IBBcC. The -ve structure has been in transition 
from centralized authority to decentralized. As yet the structure does not work 
satisfactorily to assum family planning msoum, supervision, and support that 
are available at the different MOH levels of service &livery. 
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On the other hand, the ASHONPLAFA program is strong. Although it is 
not perfect, ASHONPLAFA has good CBD and social marketing programs; the 
administrative structure functions to support ASHONFLAPA's policies and 
strategies, to get personnel and resourns where they are needed; and staff 
W e d  and carry out their jobs. 

Record keeping and ewluation: In this component, as in service and 
service-related activities, it was the weak effort and perfomance of the 
MOH which led the CDIE team to scorn national effort as 8.00 out of a 
potential 12.00; the ASHONPLAPA effort was strong. The 1989 score 
was 9.80, pmumably batsed upon the ASHONPWA effort in record 
keeping and evaluation. 

Although the MOH has established a new services statistics system, the 
CDIB team felt the data produced by it was neither reliable or valid. Service 
indicators were not standard M y  planning indicators. MOH facilities wem 
interpreting the formats differently and erratically. ]Logistics supply and usage 
data could not be mnciled with the service statistics; sometimes a pharmacy 
within a CESAMO or CESAR reportexl distributing more contraceptives than 
users and other times considerably less. 

Awilability and accessibility of fertility-corn1 services and supplies: In 
1989 Honduras had a score of 17.25 out of a possible 24 or 75 pemnt. 
At that time Lapham and Ross gave Honduras the top scorn on points 26- 
28: female sterilization, pills and injectables.and condoms, spexmicide and 
diaphragms indicating that there was d y  and easy access to these 
services. The CDE team did not believe that them truly was ready and 
easy access. A principal barrier to female sterilization is cost and distance 
for rural women. Sterilization is available in six ASHONPLAPA clinics 
and in MOH hospitals, however, data indicates that rural women find it 
hard to reach those facilities; the costs of transportation and time are the 
impediments. 

Ready and easy access to pills and condoms other than ttmugh CBD and 
social marketing programs is through the six ASHOWLAFA and the many MOH 
facilities. Cost is a factor in the ASHONPLAFA services where fees are two to 
three times those of the MOH. In the MOH facilities, time (2-6 hour waits for 
service) is an impediment. 
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LAPHAM AND MAULDIN PROGRAM EF'FORT: 
1982,1989 AND 1992 

Program Wort 1982 1989 1992 MOH ASHON 
Measurn SCOE score score scorn scorn 

Rugram effort score 

p o U q  Md stage 
setting activities (32) 

1. policy on fertility 
reduction and family 
planna! 
2. statements by 
leaders 

3. level of pmgram 
leadership 

4. policy at age of 
marriage 

5. import laws and 
legal regulations 

6. advertising of 
CQntIaceptives 
allowed 

7. involvement of 
other ministries and 
public agencies 

8. % of in-country 
funding of family 
planning budget 

Service and service- 
related activities 
(52) 
9.involvement of 
private-sector 
agencies and p u p s  
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10. civil bumucracy 
involved 

1 1. community 
based distribution 

12. social marketing 

13. postparhrm 
PIDkam 
14. home-visiting 
workers 

15. adnlmaa 
. . tive 

structure 

16. trahbg program 

17. personnel carry 
out assigned tasks 

18. logistics and 
transport 
19. supervision 
system 

20.mass media for 
IBC 

21. incentives and 
disincentives 

Record keeping and 
ewalation (12) 

22. lecord keeping 

23. evaluation 

24. management's 
use of evaluation 
findings 

AdlatriIity Qnd 
accessibility of 
ferdlity -control 
supplies and sentces 
(24) 
25. male sterilization 
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26. female 1.10 4.00 2.80 1.80 3.40 
sterilization 

27. pills and 3.00 4.00 3.40 2.80 3.70 
injectables 

28. condoms, 3.00 4.00 3.40 2.78 3.50 
spedcide, foam 
and diaphragms 

29. IUDs 1.80 2.75 2.60 2.20 3.16 

30. abortion .70 1.00 .60 .60 .60 

POLICY AND STAGE SE'ITING AC- 

1. POLICY ON l?ERlWTY REDUCITQN A D  FAMILY PLANNllVG 

Honduras has no population law or policy on feaility reduction and family 
planning. Nor is there any explicit resolution on the right of couples to choose the 
timing and size of their families. However, them have been severat documents 
which recognize its importance and several Ministerial mlutions which provide 
official support for family planning on the operational level. In November 1983, 
Ministerial Resolution No. 202-83 was published ulling for a national family 
planning program integrated in the M a t e d  and Child Health Division of the 
MOH. In 1984, family planning Standards and Regulations wem &awn up 
including Resolution No. 141-84 which laid out regulations for Voluntary Surgical 
Contraception (VSC). The National Development Plan for 1987-1990 called for 
decreasing the rate of population giowtb by the provision sf educational measurn 
at the primary and secondary levels, by support to family planning programs of 
the Ministry of Healtb and the Social Security Institute, and by coordination with 
private sector organizations. 

Since that time, the MOH policy has been that family planning is to be 
dealt with in the context of child spacing for maternal health. The emphasis is on 
maternal health rather than personal choice or demographic concerns. Child 
spacing (family planning) is one component within the Reproductive Risk 
Appmach and one component in the huge Health Sector rl[ Project. The budget 
for the birth spacing component is U.S. $3.0 million from A.I.D. (5 p e m t  of 
A.I.D.'s contribution) and U.S. $25,000 from the GOH (.001 percent of the 
GOH contribution). 
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Wnatever their personal opinions, high officials do not speak publicly and 
favorably about family planning for fear of the church and for fear of being 
identified with foreign-imposed population control. Although in the last 6 months 
th3m have been no attacks, the Catholic Church regularly and loudly attacks 
family planning and the institutions that support it. Newspaper articles present 
those attacks on the front page with headlines such as "Deputies fear burning in 
Hell and do not approve projected Population Law." Other leaders' statements 
against family planning are also printed: "Foreigners are sterilizing by injection 
mom than 3,000 women, says Dimtor of the Honduran Workers Federation." 
Although privately the cumnt Minister of Health supports family planning and 
expmses disappointment with the MOH performance, he does not openly 
advocate or support Edmily planning in the MOH or with the public. Qn this GM 
component there bas been little progress in the last 10 years. 

3. LJWEL OF PROGRAM LEADERSHIP 

Within the MOH there is no formal national family planning program or 
national leadership on family planning; family planning semices are one 
component of the matemallchild health program and offered within the 
Reproductive Risk strategy. That strategy has been implemented very slowly. In 
the fall of 1991 at mid-term of the Health Sector I1 Project, only 17 percent of 
the women's health care budget had been expended. In May 1992 the design of 
the IBBiC program was finally approved. The Minister of Health confided to the 
CDIB beam that he felt the MOH's program is too small and cautious; he 
described the program as "fearful" and "timid" and believes the time is right for 
a moxe aggressive program. 

4. POLICYATAGE OFUARRUGE 

The official policy is that girls must be 18-years old to m a .  with their 
parents' permission and 21 years without it. However, two factors weaken the 
effect such a policy might have upon fertility. First, reportedly a large percentage 
of pregnancies and b i i s  occur outside marriage or formal unions. Secondly, in 
rural areas girls are in union at 15-16 years regadless of the official policy. 

5. lMPORT LAWS ANZ) LEGAL R E r n r n O N S  

The= are no I.estraints on the importation or sale of contraceptives by 
pharmaceutical companies. Then are mgulations on sterilizations: women must 
be at least 24-years old and have three childxen. Although these restrictions on 
age and parity are unfortunate, they axe an improvement over the previous 
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restrictions which limited stenilization to women over 30 years. Abortions are 
illegal but there is no indication of legal sanctions being pursued against women 
who have them or tiiose who perform them. 

The= are no legal nstrictions against advertising contmceptives; however, 
the social climate and fear of the Catholic Church makes both the private and 
public sectors cautious about such advertising. 

There is no advextising on TV. 

Radio is used extensively to promote family planning 
and ASHONPLAFA. 

Several billboanls in Tegucigalpa promote condoms. The billboards 
an? discrete and p m n t  the word "Guardian" and a picture of a couple 
in the moonlight. The billboard would be meaningless to a viewer who 
did not know that "guardian'" is a brand of condoms. 

7. I2WOLIZEMENT OF OTHER MM- ANZ) PUBLIC AGENCI;ES 

The Honduran Institute of Social Security (IHSS) has a Reproductive Risk 
Program which contributes to the national program in two important ways. First, 
the IHSS program is important for the sewices it delivers. The 1987 BPHS 
attributed 10 percent of VSC to the IHSS. Furthermore, the prognun is 
innovative; in San Pedm Sula, where the program is the largest, an employment- 
based program offers family planning counseling and services in 80 different 
companies in the San Pedro Sula a m .  Quality is acknowledged to be relatively 
good. Several family planning users commented in focus groups that counseling 
on all methods, including natural methods, was very good. The IHSS was the 
only institution described in focus groups as providing full information on all 
methods, including natuxal methods. As an example of public sector commitment 
to family planning. The IHSS family planning program is mgnized by clients 
and professionals as being more advanced than the MOH's. Semices iue moE 
comprehensive and quality is better. The program demonstrates that the public 
sector crpn do mon and better work in reproductive risk if then is strong 
advocacy. But tbe program does have it problems. IHSS is nearly bankrupt and 
is facing an tadmmkm . . 

've and funding crisis which could result in a radical 
testructuring in the futwe. 
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8. PERCENTAGE OF IN-COUiWZY F W I N G  OF FAMILY PLM;mnNG 
BUDGET 

A.I.D. continues, after 25 years, to .support most of the family planning 
services in Honduras. Lapham and Mauldin gives a top score if in-country 
sources provide 85 pemnt or more of the national family planning budget; no 
score is given if these sourns provide less than 50 percent. 

In Honduras in-country support is as follows: 

MOH: The GOH provides 1 percent of the MOH's child spacing 
budget. 

ASHONPLAPA: 26 percent from in-country sources 

MSS: A.I.D. provides all contraceptives and some training. 

Honduras receives a zero on this item since the total family planning 
budget available from in-country sources continues to be less than 50 percent. 

SERVICE AND SERVICE RELATED A(XMlTES 

There is a division of labor between the public and private sectors that will 
be efficient when public sector services become more effective. The 1991 survey 
data showed that mughly onethird of users obtain their services from each of the 
available providers: the Ministry of Health, ASHONPLAFA, and commercial 
sources. 

9. IMrOLWUHW OF PRIVAlE-SECTOR AGENCIES A D  GROUPS 

The private sector is the source of supply for the two most common 
methods: orals which accounted for 13.4 percent of contraceptive prevalence in 
1987 and voluntary female sterilization which accounted for 12.6 in the 1987 
study. The 1987 BPHS attributed 78.9 p e m t  of oxal contraceptives to the ' 

private sector: to ASHONPLAFA, 52.5 percent and to pharmacies, health shops, 
private MDs, and hospitals another 26.4 percent. In 1987 ASHONPLAFA, either 
M y  in its own clinics or in collaboration with the MOH or private MDs and 
clinics, provided 71.4 percent of the female voluntary sterilizations. Private 
practitioners performed an additional 15.2 percent of the steritizations, 
independently of ASHONPLAFA. In 1987 the MOH and IHSS accounted for only 
10.9 percent, independently of ASHONPLAFA, ASHONPLAFA has been the 
lead actor in family planning in Honduras for the last 25 years. ASHONPLAFA 
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leads in the delivery of family planning services, training, family planning 
education, and communication and as a catalyst for other institutional involvement 
in h i l y  planning. A.I.D. has actively supported private sector involvement. In 
addition to support of MHONPLAFA, A.I.D. has supported the development of 
family planning services in PVOS through both direct grants and thtrough a buy-in 
to the Population Council to promote f d y  planning in IiVOs serving rural 
communities. 

A.I.D. has a grant with PLAN Tegucigalpa and supports PLAN programs 
in San Pedro Sula and PLAN Santa Rosa through the Population Council. 
Together these PLAN programs directly assist 24,000 families. Also, through the 
Population Council, A.I.D. supports family planning IB8iC in Save the Childmn 
which works with 6,000 families in marginal barrios of Tegucigalpa and in two 
rural areas of the country. Technical assistance is provided through the 
Population Council to AHLACMA (Honduran Association for Maternal 
Lactation), to la Leche League and a project is being developed with CARE. 
The rationale for support to a group of institutions with a potentially xeMvely 
small impact on the CPR lies in the belief they can pmide support to the national 
policy framework. They have p d g e  and credibility in ~ r a l  amas and serve as 
a good endorsement for family planning. 

Suppoxt to PVOs has not been without its problems. Original goals with 
PLAN wem for direct delivery of services and for !%uncial assistance and 
transport of r u d  women to ASHONPLAFA for voluntary sterilizations. 
However, after the project agmement was signed, PLAN's Regional vetoed 
the dhxt  service delivery component; PLAN's p ~ c i p a l  role at this time is IB&C 
and referral. 

Because family planning is a minor component among 15 components of 
the large and complex Health Sector I1 Project and is, momver, only one 
component of the Reproductive Risk Program, MOH staff and bumucracy am 
not, understandably, focused upm family planning. However, even given that 
family planning is a minor activity for the MOH, there m highly polarized 
opinions about the commitment of the government at different levels to this 
activity. Some factions indicate them is commitment to family planning at the 
highest and xegional levels; that the bottleneck lies in middle management at the 
Ministry. Other factions indicate this Ministry is committed and doing the best 
it can under the circumstances and hostile social environment. Whatever the 
causes, it is apparent that implementation of the Reproductive Risk Approach has 
p m g m d  slowly and that the o v e d  commitment to the success of the program 
has not been sufficient to ensum timely design or implementation. 
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ASHONPLAFA has an excellent Community Based Service Pm$nun with 
nati~nwide coverage. Services are available in over 2,200 locations in all 18 
departments and in all but 26 of 263 counties in Honduras. The program of the 
MOH is weaker.. Services continue to be limited. Condoms and vaginal tablets are 
available f b m  some guardanes and partem, at some times. On the basis of the 
ASHONPLAFA program, Honduras would m i v e  a top GM score of four. 

Thee am four classical components in marketing: product, price, place, 
and promotion, ASHONPLAPA has instituted a social marketing program which 
is strong in three of the four. product, price, and place. Promotion is weak. Pills 
are available at subsidized prices in 17 cities though an ASHONPLAPA contract 
with MANDOFER, the leading pharmaceutical company in Honduras. However, 
"only a limited amount of promotion and advextising has been ae~omplished."~ 
Obviously although subsidized prices and wide distribution are important, 
promotion and advertising are essential to increased contraceptive usage. The 
failure to do so significantly weakens the prognun. A CDIB team visit to six 
pharmacies in Tegucigalpa revealed that three of the six carried subsidized oral 
contraceptives. In each of the three pharmacies them were significant weaknesses. 
For example, although the packagiog of the pills themselves was well and 
attractively done, there was no advertisiag for these contraceptives in the store. 
Another problem is that staff who sold the contmceptives gave inadequate or 
incomct information about their usage. "All oral contraceptives reduce the 
amount of milk a lactating mother will produce. " "None of the four brands in the 
pharmacy, including Perla, Nonninest, Ovral and Denoval, would affixt a 
mother's milk production." " Age is not a factor in usage-any woman regardless 
of age can safely take them." "All pills axe equal." "All pills cause facial 
spotting." There is no MOH program, Less than a GM score of four seems 
appropriate. 

13. POSTPARTUM PROGRAM 

The 1987 BFHS reported that 60 percent of the births o c c u d  at home, 
roughly the same percentage as 1984. Home births accounted for 11 percent of 
all deliveries in Tegucigalpa and San Pedm Sula; 36.1 percent in other urban 
axeas and 79.3 percent in rural areas. Traditional Birth Attendants (TBAs) 
attended 48.3 percent of all deliveries, two thirds of all rural births and four fifths 

21992 Evaluation Honduras Private Sector Population I1 Project, page 12. 



D-14 A. I.D. Technical R ~ D o ? ~  No. 9 

of all home births. Appmximately 10 p m t  of all births wem not attended by 
a healtb worker. Good hospital-based post-pa~tum pmgxams am difficult to run 
in Honduras due to the short maternity hospital stay. Due to ovenmwding, 
hospital stay is very short. For example, the Hospital Bscueh, tho main maternity 
hospital in Tegucigalpa, xwports that ht year them wem appmximately 19,000 
biaths in a facility built to accommodate 5,000 births a yew. The mult is that 
women must leave as won as possible after giving birth: 5-8 hours for normal 
deliveries, 48 hours for Caesanean Sections. Despite the ahor& "window of 
opportunity" for counseling and the very cmwdcd conditions for holding an 
effective information anrd education service, the Hospital does offer two talks 
daily for post-pat.tum women. The talk covers cam of a newborn, b d e e d i n g  
and family planning. A low L M  m m  seems appropriarte despite the efforts of 
hospital staff to provide such a pmgrarn. 

Both the MOH and ASHONPLAFA have home visiting pmgrams in urban 
ama. ASHONPLAFA has a home visiting pmgnun, focused exclusively on 
family planning, out of each of its six regional centers. The MOH has Volunteer 
Health Workers 0 in Tegucigalpa and other cities. The VHW's 
responsibilities include child health, communicable diseases, vector contml and 
family planning. Homevisiting programs am weaker in mral programs and focus 
on health in general. The population that is covered by such pmgmms is the 
population affiliated with one of the internationel NGOs. PLAN en Honduras has 
an excellent community volunteer program in many ~ r a l  communities hughout  
the country. Save The Children, La Leche League, and others have similar but 
smaller pmgrams. 

The administrative structure of ASHONPLAFA is cumntly adequate in 
the Lapham-Mauldin terminology; it is, moreover, in the process of 
regionalization, the goal Wig to delegate authority and responsibility to the six 
ASHONPLAFA regional offices for mgional program planning and operations. 
When that pmcess is completed ASHONPLAFA will mom effectively and 
efficiently administer local pmgrams. 

The admhbtdve structure of the MOH is in transition. Health Sector I1 
is transferring decision making and msources to the regional level. "Sub-mgional 
areas and health centers, however, in most regions, dl lack an adequate and 
dependable flow of ~esources to enable them to sewice delivery needs in a timely 
manner. In effect, m u m s  and authority have now become centraliared at the 
regional level.. . The Ministry cumtly has no internal regulation which defines 
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its organizational stmctum (chain of command) or the functions and 
mponsibilities of its many normative and operatioi~al units.. . nor do them exist 
clear and efficient mechanisms to insure coodimtion of policies and actions 
either internally or with other agencies. This lack of defmition and consensus 
seriously impedes pmgmss of HSJI goals and stnrtegies." The structure does 
not provide sufficient support and supervision to CESAMOs and CBSARs. 
CBSAMOs m understaffed and underfunded to provide quality accessible and 
available family planning services. Patients wait 2-6 hours, in waiting rooms 
without sufficient benches for most people to sit down, for a ten minute visit with 
a physician or nurse. Clinic staff have insufficient equipment and supplies: 
examining tables, lamps, chairs, ND instruments, sterile supplies, etc. They state 
that they appeal to the MOH for more equipment and supplies to no avail. The 
MOH staff stated that the MOH answer is that the= are no funds; yet the 
maternal care component of the Health Sector JI Project is underspent. By June 
30, 1991, after 3 years of HSII, only 17 percent of the funds for equipment and 
supplies for maternal health had been spent. 

The design of the cumnt Private Sector Population Project placed a large 
emphasis on training. U.S. $800,000 was budgeted over 5 years for training staff 
within ASHONPLAFA and other institutions. The goals for 1989-1991 have been 
substantially achieved; s h o r t f '  were noted in training for MIS, management 
training, pharmacists, and male VSC. The 1991 training budget was significantly 
under~pent.~ The 1992 Private Sector Population Project Evaluation 
recommended a mrganization of training, which is currently managed by the 
Evaluation and IEC Departments, through the development of an ASHONPLAFA 
Training Department. "At present training is a secondaxy activity at the 
Evaluation Department and only a limited time can be devoted to training. " The 
development of a unified Training Department would increase the capacity and 
fliciency of ASHONPLAFA training; additionally, renewed emphasis should be 
given to training as a matter of policy. Reportedly one reason for underspending 
the training budget was attempted "cost control" to increase levels of 
ASHONPLAPA self-fmcing. The MOH has devoted considerable effort to 
training physicians and professional nurses in ND management. Every CRSAMO 
the CDIE team visited had at least one staff member trained in family phmhg 

3Report of the Health Sector I1 Project External Mid-Term Evaluation, Presented 
to U.S. Agency for International Development, Tegucigalpa, Honduras, March 
1992. 

'782,710 Lempiras budgeted; 431,636 spent. 
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and IUD management. However, as the Health Sector JI Evaluation noted, them 
is a continuing need for training MOH staff at all levels and particularly at the 
community and CBSAR level. 

17, PERSONlVEL CIRRY OUT ASSIGNjeD TASRS 

ASHONPLAFA staff m i v e  high scorn on this point. The performance 
of the MOH, however, is variable and inconsistent. Within the Ministry them is 
disagmment on the importance of family planning and implementation of the 
Reproductive Risk Approach has been slow. Staff within the Ministry give the 
impnession of prolonging the design phase of the Reproductive Risk Approach 
interminably. For example, the design of a national IB$C pmgmm was not 
approved until May 1992, 4 years after Health Sector II began. The p m s  of 
revising and updating Department standanis, identified as a necessity in the 1988 
evaluation, is reportedly planned but not yet begun. At the service delivery level 
there is apparently a g m b r  commitment to implementing services. In 
undequiped CESAMOs, the CDIB team observed that staff had brought 
equipment from home, including stethoscopes, lamps, tables and chairs so that 
they could carry out their job. Also, lack of a clear family planning policy and 
decentralized authority leaves regional managers free to establish local family 
planning policies. Some MOH kilities offer no family planning services. The 
MOH Hospital in Chaluteca offers no services; neither do several CESARs and 
CBSAMOs including one in Tegucigalps. The issue appears to be a lack of a 
policy requiring all MOH facilities to provide family planning services rather than 
one of supervision. 

1 8. LOGI'CS AM) lXANSPORT 

The 1988 evaluation of the MOH Family Planning h g r a m  was highly 
critical of the MOH logistics system. It noted at that time that logistics and supply 
wee a constant problem and that in 1986 contraceptives were unavailable in 60 
percent of the CBSARs and CESAMOs. The MOH system has been significantly 
impmved since that time. Considerable attention has been given, both dhxtly and 
indhctly, in the Health Sector II Project to management of family planning 
commodities and to impmvhg the contnrceptive logistic system. Contraceptives 
axe now included in the Ministry's standard medication list @revisusly it was 
necessary to secure special permission fFPm the DSMI to authorize contraceptive 
shipments). Reportedly all contraceptive supplies, includiag the newly introduced 
pmgestin-only mini pill, and those tbat are not pharmaceutical, are now included 
in the MOH reporting and requisition forms. Data on contraceptive availability 
at a randomly selected sample of CESARs and CESAMOs is collected by the 
MOH/MSH teams. A recent sample indicated that orals and condoms had been 
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continuously available for the previous three  month^.^ Orals were available in all 
the CBSARs and CESAMOs the C.D.I.E. team visited. The Health Sector XI 
Mid-term Evaluation Team noted in November 1991 that the Central Warehouse 
was out of low-dose oml conbraceptives. It noted that regional stocks were 
adequate but expmsed concern that supply gaps might occur later. The Private 
Sector Project Evaluation Team gave ASHONPLAFA high marks on its logistics 
system. It noted that the "logistics system is reliable with clean and cool 
warehousing of medical commodities, careful stock m r d s ,  mPO use system and 
input of the data into the MIS. " Shce 1987 when Honduras logistics was ranked 
2.83 on the GM effort scale, them has been significant improvement nationwide. 

19. SUPERMUON SYSTEM 

The supervision system of ASHONPLAFA is adequate by L-M criteria. 
As noted under the Adrmnrstra . . tive Structure, the MOH has decentralized 
decision-making and murces to the regional levels, Local programming, 
including family planning, is to be done on a decentralized basis. The MOH now 
needs to officially define its organizational structure and the functions and 
responsibilities of its various units to support decentralization and promote 
accountability. Supemisory systems have been developed, but to date not 
institutionalized. Implementation of the system is currently dependent on directors 
and nurse supervisors. Job descriptions based on required behaviors and assigned 
tasks are needed before the new system can be successful implemented. 

20. M S S  M ' U  FOR E&C 

ASHONPLAFA has an IBBtC program targeting most of the country on 
a regular basis. ASHONPLAFA reports that 117,011 (1990) and 120,711 (1991) 
radio messages were broadcast in most of the country by 55 radio stations. The 
only exceptions to this coverage were Islas de la Bahia and Gracias a Dios, two 
of the less developed areas in the country. ASHONPLAFA has used the radio for 
broadcasting spots, talk shows, and messages about family planning! 
Additionally, ASHOWLAPA provides talks and courses. F i  billboards have 
been put up around the country. Although ASHONPLAFA canies out numerous 
activities to reach new family planning users, particularly in the mml areas, the ' 

MOH has made no use of the mass media for family planning IB&C. In May 
1992 the design of a MOH IE&C program was f d y  approved. 

5ANNEX J, "Women's Health Care, Report of the Health Sector XI Project Mid- 
Term Evaluation, March 1992, page 7. 

%ported in the 1992 Private Sector Population Project Evaluation. 
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Cumntly there is one important incentive pmgram: ASHONPLAFA CBD 
distributors keep a percentage of the revenues from sales of pills and condoms, 
Previously there had been an additional incentive pmgram for community-based 
distnibuters, pmmoters, and supervisors. This pmgram has been discontinued and 
is c u d y  under d e w  by ASHONPLAFA. The results of the second incentive 
program had been inconclusive. The Private Sector Population mject Evaluation 
team concluded that their qualitative evaluation data suggested "some lack of 
knowledge about the plan, enthusiasm of those who had meived an incentive and 
a' little msentment on the part of those who though the system unfair. " They 
noted it might be perceived more favorably if it were managed regionally. 
Formerly, ASHONPLAFA provided a payment to MOH physicians for 
sterilizations; this practice has been discontinued. 

RECORD KEEPING AND EVALUATION 

22. RECORD KEEPING 

The 1992 Private Sector Population Pmject Evaluation reviewed 
ASHONPLAFA's mrd keeping. The Report noted that record keeping is 
=liable; ASHONPLAFA uses standard indicators and a follow-up system to 
check data. It noted however, that processing of data is slow. The MOH has 
developed an improved service statistics system but its implementation has been 
inconsistent and doubt and confusion exist at the CHSAR and CHSAMO level 
about the use of new formats. Some facilities the CDIE team visited understood 
and appropriately used the new MOH service statistics forms. Others did not; two 
rural CESAMOS appamtly were not using them. Even among MOH facilities 
using the system. Data am emtic and unreliable; logistic supply and usage data 
cannot be reconciled with services statistics; some pharmacies report distributing 
more contraceptives than users while other underreport. 

In Honduras this point can be viewed at thnx levels: national health and 
demographic studies; within the MOH; and within ASHONPLAFA. At tl~e 
national level Honduras ranks high on the GM scale. The country has carried out 
national demographic and health studies in 1971-72,1981,1983,1984, 1987 and 
has just completed the analysis of the latest study, conducted in 1991. The MOH 
has been stronger in implementing special studies than it has been in 
institutionalizing family planning evaluation within the MOH, The strongest 
recent MOH activity was the 1990 national study of mortality in reproductive age 



women generally and maternal mortality specifically. This study reportedly 
provided Honduras with its fmt scientifically derived estimate of maternal 
mortality and was cited as a basis for generating increased MOH support for 
family planning. Cumntly an operations research pmject is being developed on 
"Lost Opportunities in Family Planning." However, on other GM indicators of 
evaluation program effort the MOH does not fm as well. There is no evaluation 
unit seriously examining family planning data. ASHONPLAFA has an evaluation 
unit which produces quarterly and annual family planning service statistics reports 
and conducts small in-house sample survey studies on program aspects. The unit 
collaborates with other institutions and was a lead collaborator in the national 
demographic studies. 

24. MMCIGEMENT'S USE OF EVALUAl7ON FIMlINGS 

It is difticult to judge the MOH's use of m h  and evaluation findings 
to improve the family planning program when in fact there have been no clear 
family planning objectives against which to measure performance and no 
evaluation unit routinely undertaking such assessment. The 1992 Private Sector 
Population Project Evaluation of ASHONPLAFA questioned management's use 
of evaluation findings. Speaking of the quarterly and annual data the evaluation 
unit produced, the Evaluation Report noted "Much of the data is published 
without analysis or discussion of management implications. " 

AVAILABILITY AND ACCESSIBILITY OF' 
F'ERTILITYICONTROL SUPPLIES AND SERVICES 

Male voluntary sterilization accounted for .2 percent of contraceptive 
pmvalence in the 1984 MCH/FP study and in the 1987 EFHS. Male voluntary 
sterilization is available on Saturday mornings in ASHONPLAFA clinics in 
Tegucigalpa and San Pedro Sula. Vasectomies represented 1.7 percent of 
ASHONPLAFA's sterilizations in 1991. 

High quality female voluntary surgical contraception (VSC), sterilization, 
is legally and openly available to women 24-years old who have had three 
children through: (1) ASHONPLAFA's six regional centers in Tegucigalpa, San 
Pedro Sula, La Ceiba, Choluteca, Santa Rosa de Copan and Juticalpa; (2) private 
physicians, in collaboration with ASHONPLAFA and upon their referral, in seven 
cities where ASHONPLAFA does not have sterilization services; or (3) in most 
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NOH hospitals (the CDE team found the MOH hospital in Choluteca does not 
offer any family pfanning'services). The principal W e r  to mdy and easy 
access in rural areas is the monetary and time cost of transportation to the n m s t  
clinic. A.I.D. has tried to reduce excessive transportation cost and time 
requirements for users in the Private Sector Population Project. One component 
of this project was to provide funding to the PVO PLAN International in 
Honduras to subsidize transport or provide special transpoxtation dhc t  to clinics. 
Although such an arrangement seemed initially promising, it was vetoed at the 
PLAN International Headqulirfers level. As a result, solutions to the problem of 
rural access are still being sought. 

27. PILLS AM) INJEC3ZEES 

Pill ref111s am available, theoretically, in all CESARs, CESAMOs and 
hospitals afbr an initial consultation with a physician at a CESAMO or hospital. 
MSH/MOH data reported that a recent random survey of CESAMOS and 
CESARs indicated that in 95 percent of those sampled, low dose orals had been 
continuously available for the last time months. The CDIE team confirmed this 
availability. Limiting access, however, am two factors: (1) the long wait at 
CESARs and CESAMOs, and (2) authority of local administrators to decide the 
nature of their family planning program. Although in fact it does appear that 
most MOH facilities do at least stock contraceptives, in a few exceptions no 
services are offered, including one in Tegucigalpa due to the opposition of the 
local priest. 

Condoms are available theoretically in all MOH health facilities. 
MSHIMOH data reported that a recent random survey of CESAMOs and 
CESARs indicated that in 95 percent of those sampled, condoms had been 
continuously available for the last three months. 

29. IUDs 

The prevalence of the IUD has been low in Honduras: 2.9 percent in ' 

1987, One reason has been access. Until recently IUDs have been available only 
at ASHONPWA clinics and at MOH hospitals. In 1990-1991, however, 
ASHONPLAFA trained 81 MOH physicians and professional nurses in IUD 
management; those staff are positioned in CESAMOs and hospitals throughout the 
country. Access to this seavice has been greatly improved. Resources must now 
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be invested in sufficient equipment and supplies so that staff can perfom the 
service. The CDIE team encountered several CESAMOs with trained staff but 
insufficient clinic equipment (tables with stirrups and lamps) and insufficient IUD 
instruments and supplies. 

Abortions are illegal; however, the 1987 EFHS found that 24 percent of 
women reported having had at least one abortion. The Hospital Escuela in 
Tegucigalpa, the largest matemity in the city, reported that approximately 33 
p e m t  of its maternity beds were occupied with abortion patients, including both 
spontaneous and induced abortion. 
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